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SUMMARY

Introduction

The exploding demand for medical and health services
and evolving changes in the systems for delivering them have
been accompanied by widespread shortages of many kinds of per-
sonnel, professional and subprcfessional. Estimates of the
extent of present and prospective demands vary (according to
definition and source of the estimates), but it appears that
they are of the order of 2 to 3 million in 1966-75 and that
the number of subprofessional or "paramedical" (other than
physicians, dentists, and registered nurses) may run to 2
million for that decade. Whatever estimate is used, it ap-
pears that the numbers are well in excess of the supplies now
in prospect.

In the face of this, there has been increasing inter-
est in a lar. potential, but mainly untapped, sourcCe of sup-
ply: the veccrans of the Armed Forces who received special-
ized medical training and experience while in service. In
recent years, 30,000 to 40,000 enlisted men with various
kinds of medical/health skills have been released annually
by the Armed Forces. These men are experienced in a wide
variety of medical and allied health occupations, and have
functioned in many different types of military health facili-
ties, most of which have close counterparts in the civilian
medical/health system.

This report presents the findings of a study of this
supply, undertaken to determine the labor market characteris-
tics of the men who comprise the supply; the extent of their
transferability and transfer to civilian medical/healtg em-
ployment after their release from the Armed Forces; thé& rea-
sons why more of them did not transfer; and the conditions
under which the transfer rates might be raised. '



The study proceeds from the prxemise that there is a
pPrima facie expectation that most military medical men re-
leased from the services wouid find it to their advantage to
transfer to medical/heslth work, and that it would be to the
advantage of tho country if they did so. The expectation
rests on a number of demunstrable propositions:

« There is a paralleling of functions
and occupations boetween military and
civilian medical/health services

« The quality of training and experi-
ence in military medical service
equips men to perform the work of
the civilian medical/health system

« The quality of the paramedical per-
sonnel currently released by the
Armed Forces is at least as good as
the qguality of their counterparts
in the civilian medical/health system

- The flow of military paramedical pexr-
sonnel being released by the services
is a significant supply of labor, and
the expansion of the civilian medical/

health system is generating a strong
demand

- Much of the supply and the demand
emanates from the same points around
the country, and thus facilitates
cxchange.

Though there are prima facie reasons why military para-
medical men should transfer to civilian medical/health work
after their release, there are certain preconditions to trans-
fer on a large scale:

- There must be a system of market in-
formation and market mechanisms. Al-
though there are widespread employment
opportunities in occupations for which
military paramedical service is qualify-
ing, the men need to know where these
Jubs are and how to find them. By the
same token, civilian employees need to
know where the men are, what their mjili-
tary training and experience have been,



and what civilian occupations they
are competent to fill.

. The specifications of the supply and
the specifications of the demanu must
be matched. The capabilities of the
men must be compared with the quali-
fications required for employment.

. To the extent that the supply does
not meet the specifications of the
demand with regard to formal qualifi-
cations, functional capabilties, or
geographic availability, the supply/
and/cr demand may require modifica-
tions to maximize transfer.

. The supply price and the demand price
must tend to converge. If the supply
price is too high, prospective em-
ployers will find it more economic
to tap alternative sources of supply
even though training costs may be
higher. If the demand price is toc
low, the men will find it profitable
to seek alternative employment, even
though they forfeit the advantages of
their paramedical experience.

. Other conditions of employment must
be met, notably those having to do
with type of assignment, career pros-
pecics, training opportunities, status,
hours of work, fringe benefits, and/or
congeniality of work.

The Size of the Potential Supply

The U.S. military medical establishment is comprised
of a vast complex of educaticnal, research, and medical care
institutions, operating through the medical departments of
the Army, Navy, and Air Force. These three medical depart-
ments are resporsible for meeting the health care needs of
10 million persons, of whom 3.5 million are servicemen on
active military duty. The remainder are either dependents
or retired veterans. In order to fulfill this mission, the
three scrvices have 239 hospitals, 467 dispensaries, and num-
erous aid stations. These facilities are found not only in



the United States, but an widely scattered locations in
Europe, Soutneast Asia, the rar FKast, the Middle East, and
aboard ships at sea.  The military medical organization also
encompasses the largest and most comprehensive system for
training gedical Manpower 1n the U.8. and one of the most ex-
tensive_é@ﬁanizatinns conducting research on medical problems.
In Decembef. 1908, professional and allied health staff man-

uing military medical facilities numbered 158,000.

This study is limited to enlisted men who were assign-
ed to paramedical jobs while in military service. On June
30, 1969, the anlisced strength of the Armed Forces medical
department s was 111,036, The Army had the largest enlist d
srrength, with 49,594 "medizs; " the Navy had 26,283 "corps-
ren; " and the Air Fopes had 23,157 "med techs."

From Juiy 1964 through June 1969, 131,847 enlisted
persons returned to vivilian Life after medical service in
the Armed Forces., I 1969, as in previous Years, the Army
Veterans dominated this group, accounting for approximately
two-thirds of those released. The Navy veterans, with ap-
proximatele one-fifth of all separatees, outnumbered those
who had separated from the Ajr Force. Assuming that the num-
ber of enlisted perscnnel in the medical departments will
total 116,000 in 1970, snd 102,000 in 1971, it is estimated
that the number of scparatees will total almosv. 34,000 in
1970, and 30,600 in 197}. These projections are consistent
with the trend toward additions to enlisted strength in earl-
ier years, and toward separations in recent years.

Study fdypotheses and Design

This study acddresszes i(tself to tue problem of what
should be done to increase the civilian medical /health field
utilization of men who have received medical training and
@xperience while in military service. The objective of the
study is to identify tne various factors thut affect the
crossover of military dischargees to civilian medical/heal th
occupaticns.  The stuay findings suggost policies and prc-
grams that might lee followed by the military, the civilian
mecdical /health servioe industry, and the Government to in-
Crease tue transference of skills from the military to the
civilian labor force.

. A number of hypotheses were formulated:
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. That dilferences umong?the services
cause neasurable differences in at-
titude that will affect interest in
transforence

. That tlere are significant differ-
ences among veterans, based on length
of service (career vs. noncareer
personnel)

. That there are significant differences
among enlisted personnel dependent
on their scrvice status (whether still
in scervice or several years out)

. That there is a substantial difference
in willingness to transfer based on
exposure tc the civilian medical/health
labor market (e.g., moonlighting or
preservice employment)

. That willingness to continue as a
paramedical worker is influenced by
the type of tour experienced as an
enlisted man (geographic location,
type of hLealth facility, kind of work
assigned).

These hypotheses formed the basis of the design of the
study. An extensive questionnaire was used to collect infor-
mation from the men themselves concerning their characteris-
tics, preservice and service experience, the preferences and
expectations of those still in service, and the postservice
experience of thowe 2 or 3 years out of service. The infor-
mation was obtained by telephone interviews (after a pilot
survey to test differences between telephone and face-to-face
interviewing) with 12 samples of approximately 100 each,
drawn from lists provided by the services.

The men in our study are basically of two kinds:
careerists retired after upwards of 18 years:of service, and
noncareerists seoparated atter one term of service. The care-
erists represent a sizablc corps (1,500-2,000 men a year) of
highly trained and richly experienced paramedical personnel,
turning 40, with a careecr investment in medical work includ-
ing patient care and, often, capability in some medical
specialty or in medical administration. The noncareerists
are very much more numerous (nearly 30,000 a year), very



young (21 or 22 at time of separation), very well educated,
but with less medical training and experience, and a wide
choice of careers ahead of them.

Transfers

In 1968, only about two-fifths of the career military
medical enlisted men, and only about one-fifth of the non-
careexr men, separated 2 to 3 years earlier were engaged in
medical or health activities. These proportions did not dif-
fer significantly among the three services. Considering the
quality of the men and their training and the chronic short-
age of paramedical personnel reported by civilian health
agencies, the rate of transfer of military paramedical spe-
cialists is surprisingly low. This is especially true of men
with careers of 18 years or more of military medical exper-
ience.

The frequency of transfer observed was distinctly low-
er than the frequency with which men about to be separated
planned to engage in civilian medical/health activities.
Given their perceptions of opportunities, prerequisites,
work, and working conditions in civilian medical/health em-
ployment, three-fifths of the inservice careerists and just
over half of the noncareerists responded that they planned
to enter the civilian medical/health field after being
separated from the service.

Considering that tic inservice and out-of-service
respondents were drawn from different populations (differing
in age, circumstances of induction, and time of release), we
have estimated the "loss" of potential transfers by comparing
the observed transfer rate of out-of-service men with the
attitudes and experiences of these men since their separa-
tion. Another estimate of the loss was calculated based on
the numbers who considered entering the medical/health field
but decided against doing so. It is not unreasonable to
conclude that potential "loss" lies in the range of 600 to
8BGO0 for careerists and 8,000 to 13,000 for noncareerists.

Transfer rutes (planned and observed) were lower
among men whose primary military assignments had been in
direct patient care than among those assigned to technical
or supportive services. The men correctly perceived the dif-
ficulties of converting their military training and exper-
ience to satisfying and remunerative work in direct patient



care. They rocougnized the similarities of facilities and
occupations between the military and civilian health services,
especially hospitals and clinics in which they are primarily
experienced. The careerists who transferred most often found
paramedical work in hospitals, but the noncareerist transfer-
ees have had more diffienlty meeting the formal qualifications
and are more often found working in other facilities.

As a potentia. supply of medical/health manpower, the
careerists who transferred did not differ very much from
those who did not. They were a little better educated,
rather more willing to move in search of their chosen work,
and on the average rather more demanding in the earnings they
would accept. But there is nothing in the study to suggest
that the character or quality of the supply was responsible
for the relatively low rates of transfer. On the contrary,
as the men themselves perceived, the obstacles arise from
the demand side.

The case of the noncareer men is gquite different. On
one hand, their medical capabilities are distinctly more
limited: on the other hand, they are on the threshold of their
careers and therefore vocationally more footloose. These
characteristics do not diminish their long-term value as a
potential supply of civilian medical/health manpower but,
rather, suggest the terms on which they might be available.
The severe attrition between considering and planning, and
between planning and transferring, derives not so much from
their (realistic) perception of formal requirements to be
satisfied as from the recognition that the system does not
provide the transitional mechanisms and the structured com-
Linations of work, training, study, and advancement that
make a career. Here again, it is not the interest, quality,
or availability of the suwply that is the constraining fac-
tor, but the limited flexibility of civilian medical/health
demand in meeting the mianimum conditions to attract more of
these young men if it wants them.

Effects ~f Service Experience
All of the carvoeri:ts, and some of the noncarecerists,
served in a variety of 1:.:tallations. Despite the cnance

for duty in small (or comi.at) medical units, the military
paramedic was likely to Lave his greatest amount of exper-

ience in a military hec.portal in the United States. This
means that the paramcd::. veteran has been exposed to a
system organized and ¢:.: ..d for the delivery of medical

ca-= which is comparaii: the civilian sector's.



For uurposes of ansty~is, the various military medi-
cal occupaticonal categories woere collapsed into two groups:
The first contained those men whose occupations centered
around the direct care of patients; the second emphasized
technical, laboratory, and other supportive skills. Thisg
second category had a much higher rate of transference to
the civilian ©#conomy than did the direct care group.

Miilitary paramedical [Personnel were generally content-
od with their servica exXperience. Few reported any d.slikes,
and these fow concerned the military, rather than medical,
aspects of their pesition. Not surprisingly, this military
medical expericuce was a major influence on tre career plans
of the veteran.

In addition to the training and experience received
from the military, 1% bercent of the sample had part-time ex-
perience in civilian medical /health ("moonlighting") iobs
while on active dutwy., These men tended to have greater pre-
service .nterest and experience than the average paramedic.

Factors Affectirg Transference

From the viewpoint of both inservice and out-of-service
men, veterans face problems in finding civilian medical /health
jobs. Evaluating the veteran's situation, the careerists
Cited pay levels ag a ma jor difficulty, but in the opinion
of the younger men, aspects of civilian hiring standards,
such as educa:ional requirements and civilian acceptance of
military training, were paramount.

Educaticnal Requirements

Among the problems veterans verceived, educational re-
quirements rankad first Among noncareerists and was second
only to low pay among careerists. To be readily accepted tor
employment in most paranedical jobs, an applicant must bLe g
graduate of an accredited school or an approved program, or
have civilian work experience. Nevertheless, by the time
they return to civilian iife, veterans have educational at-
tainments equal in numbers of years to those required for
many levels of allied medical /health positions. The diffi-
culty that veterans face in meeting the educatjional require-
ments of civilian employers in the medical /health field is
not that they are poorly educated but that they are not



. precisely educated to the specifications of civilian job pre-
requisites.

Almost 90 percent of the out~of-service careerists in
paramedical jobs felt that their service experience and train-
ing provided the necessary qualification for their civilian
madical/health job. But younger veterans, who had only one
tour of duty in the military, are overwhelmingly concerned
with obtaining additional education. A significantly higher
proportion of yvounger veterans in medical/health jobs enroll-
ed in classes than out-of-service noncareerists who chose
Tobs in other fields.

vay Levels

The men cited the pay levels in civilian medical/
nhealth services as a deterrent to transfer more frequently
than any other barrier except the formal requirements of ed-
ucation and trainiig.

As perceived by careerists ahout to be released, who
had not made their living in civilian employment in about 20
vears, there was a wide range of earnings expectations. But
on the average, medical/health occupations appeared to offer
more attractive earnings prospects to them chan alternative
employment possibilities. As it turned out, the expectations
were not at all unrealistic: the average pay of all out-of-
service careerists who entered medical/health work was §7,479,
about 5 percent higher than expectations. Earnings in the
range of $6,500-$8,000 are not at all inconsistent with the
labor market of 1968. The sum of the earnings cited in the
survey and retirement pay (say, $9,000-$12,000) would put
them at about the third quartile of the earnings range, which
is about what their lifestyle requires. Thus, it is doubt-
ful that some of them would enter medical/health work at all
if it were not for the retirement pay.

Median carnings were generally higher for career trangs-

terces than for men who entered or planned to onter other
rwelds of employment. Inservice careerists planning to trans-
for expected to carn more (by about 10 percent) than those
wie, did not plan to transfer; this difference was significant

all the services. Earnings realized by carecrist trans-
crreen 2 or 3 years out of the service were higher on the
.'erage (by about 10 percent) than earninys of careerists om-
clmyed in other fields, but not uniformly among the services.

Q ifne Army transferces actually earned less than nontransferees.)
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Intervervice differences in pay of transferees are
vorrelated with Jdifferences in tvpe of military medical ex-
perience and, for out-of-service men, with type of civilian
job.  Earnings, hoth prospective and actual, were lower for
Careerist trausferees whose primary military assignments
were inodirect patient cure than for those who were primarily
assigned to indirect care.

The Army men, with their greater specialization and
exposure to direct patient care, were more likely to take
job-s in hospitals and in nursing occupations than Navy and
Alr Force personnel, whe weore more frequently found in tech-
nical and administrative positions, in industrial and commun-
1ty nealth, ord in othece indirect care occupations. 1t does
not necessarily foilew that the Navy or Air Force careerists
are better egquipped or more "valuable® than the Army men. It
dppear:s that they are more acceptable or more sought after
In a variety of indirect care occupations because of their
vroader preparation, and that tiiey are better paid. The ob-
verse of this is that the Army experience leads more Army men
to transfer to hospitual ~ork, and that they are less well
paid. This gfuqgyests that it will require higher earning
prospects, erther through higher pay rates or through access
to better jobs, to increase the incidence of transfer to di-
rect patient carc occupaticns, where shortages are most acute.

The earnings cxpectations of noncareerists about to
be released in 1968 and 1969 reflect their youth (three-
fourthe under 25) and their high levels of education (three-
fifths beyond high school). Their median earnings expecta-
ticns were generally lower than those of carcerists, and not
unreasonalile in the context of the 1968-69 labor market.
Those who planned to enter the medical/health field expect. i
20 percent more than theose who did not, and only a little
less than the inservice careerist transferecs.

The experience of the out-of-service men after 2 or
Joyears in the labor market confirms the expectations in the
main. On the average, the transferees reported higher earn-
ings than the nontransferees.

Hiring Standards

ivilian hiring standards are a major hurdle for vet-
trans, cspecially the first-termers. Civilian hiring stan-
dards typically specify levels of cducation, specialized
WOTK eXperlience and professional standing as evidenced by
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licensing or certification. The survey respondents recogniz-
ed that the required education and work experience were ob-
stacles tc finding a civilian medical/health job, but very
fovsr of the men considered that licensing or certification
stood in their way. This contrasts with the prevalent view
that it is licensing and certification which operate to con-
strict the supply of allied medical/health manpower.

Civilian employers are not well informed about the
military training, experience or caliber of nedically train-
ed veterans. Recent publicity calling attention to the num-
ber of corpsmen released annually, their employment in civil-
ian institutions, and their inclusion in special allied
medical/hwalth manpower programs has made civilians more
aware of :he potential these veterans represent, but has
left civi.ians still largely uninformed of their competence.
For this reason, little has been done to adapi civilian hir-
ing standards to take into account the special circumstances
under which servicemen are qualified for paramedical jobs.

Licensing and Certification

Becaase most enlisted men in the Armed Forces medical
department: are trained and utilized as auxiliary nursing
personnel, civilian requirements for nursing positions are
of major iaportance to them. The medical military course
training received by enlisted men typically is not accepted
as fulfilling the education in an approved school required
for registered or licensed practical nurses. The respondents
in the study frequently commented that civilians thought they
were qualified only for jobs as orderlies, despite their
training and years of experiaence.

Special Programs to Facilitate Transference

More than 90 percent of the men interviewed approved
of the objectives of Project Remed, the Government program
to use the U.S. Employment Service and other institutions to
channel discharged military medical personnel into civilian
medical/health jobs. But 80 percent or morce of the respon-
dents in each group had never heard of any Government program
or legislation for training workers in the medical/health
field, despite the fact that the Government is spending hun-
dreds of millions of dollars in such activity. Only 5 per-
cent of the inservice respondents reported that they planned
to participate in such Government programs.
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on the other havna, Luke Universiiy received 3,500 in-
quiries and ©00 applications {(mostly from veterans) for the
40 places in its Physician's Assistant Program. The emer-
gence of a new medical/hoalth professional, the physician's
assistant, is one of the most promising developments yet in
meeting the need for healuh manpower. Physician's assistant
programs are wmushrooming. In July 1969, there were at least
30 programs of this type in operation or in the planning
stages througiout the country. There are considerable varijia-
tions in the type of training provided, the size of the stu-
dent body, course duration, and sponsoring agency. Some,
like the puke University and MEDEX programs, seek out former
military medical personnel. A few, like the physician's as-
sistant program at Wake Forest University, accept qualified
applicants in general, but give as much as 2 yecars of college
credit for training aud experience in the military. Several
pPrograms are pilot projects.

The National Committee for Careers in Medical Technol-
Ogy has developed three levels of technologists, requiring
progressively more education and experience. It also credits
military training and experience to qualify at the first two
levels.

Policy and Program Implications

Prerequisite to any successful effort to increase the
rate of tran-fer is a mechanism for continuous communication
and collaboration between the military, as the producer of
the skills, and the varinus organizations representing the
putative civilian employers -- the hospital associations; the
medical, dental, and nursing ¢ sociations: the Civil Service
and Government employers; and the educators of paramedical
personncl,  Such a mechaniszm is necessary, in the first place,
to inform the civilian organizations of the exact scope, con-
tent, and quality of military medical training and service;
in th¢ second place, to set in motion the various investiga-
tions and programs to facilitate the absorption of the para-
nedical personncel after separation: and, tinally, to provide
a means of keeping programs under review and evaluation.

We suggest that the Department of Labor and the Depart-
ment of Health, Education, and Welfare Jointly convene a con-
tinuing conference of interested organizations with the mili-
tary, and that this confercence map out the steps in a program
and sct up standing working parties to detail the plans and
4sslgrments for making programs operational.
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Actions Propoused to the Military

. A public information program to acquaint civilian
hiring aathorities with the training and qualifications of
military medical generalists and specialists

. A procedure for providing separating personnel with
documents of their training, service, and capabilities

« Modifications of military medical training or re-
guirements, wherce feasible, to satisfy civilian requirements

. Extension of the military career ladder to profes-
sional grades for which reyuirements do not exceed the bacca-
laureate degree

. Facilitating transition by disseminating very
specific job information, and permitting direct dealings he-
tween the men and prospective employers.

action Proposed to Civilian Government

. A review of civil service requirements for paramed-
ical occupations in the light of training and qualifications
for misitary medical occupations, to determine (1) the maxi-
mum extent to which military training and experience can be
accepted, and (2) the maximum extent to which civil secvice
positions' requirements can be modified

. Development of a highly organized, concentrated,
and specialized placement service for (1) assembling and dis-
seminating specifications on openings in medical/heal th oc-
cupations, (2) determining availabkility and qualifications
of military medical personnel about to be separated, and
(3) matching the offerings to the available and qualitied
applicants

. Consideration of legislation to authorize Federal
certificates and licenses, valid throughout the United Ltates,
in recoynition of education, advanced and specialized train-
ing, and satisfartorily completed experience in military
medical sexvice
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» Program: for young veterans combining employment
in hospitals or clinics with clinical training and formal
col lege-level technical instruction, leading to progressive
advancement up the medical occupational ladder. The costs
of approved education and training should be borne by the -
Government. The Govermment should take the lead by introduc-
ing such programs intc its own medical facilities and by sup-
port of pilot projects in civilian hospitals.

Action Proposed to Civilian Employers

. Reexamination of job structure in civilian hospi-
tals and medical institutions, to create classes of jobs
which will permit utilization of veterans to "extend" the
skills and productivity of scarce civilian professional and
technical manpower. In the restructuring, the subprofession-
al tasks must be organized into an hierarchy of occupations
of the "technician" and "assistant" varieties, with their own
titles, duties, requirements for entry, and lines of advance-
ment. The initiative in this effort should come from the
U.S. Public Health Service, in collaboration with profession-
al associations.

- Systematic regruitment by employers, based on ad-
vance planning of manpower needs and tailoring of openings
to meet the capabilities and requirements of veterans avail-
able for employment. These operations are probably most ef-
ficiently carried out by consortia of employers

- Pay scales that are competitive for the quality of
veteran manpower and that offer opportunities for substantial
advancement in earnings.

Action Proposed to Professional
Organizations

- A close examination of the content of military
training and experience, and a realistic evaluation of this
training and experience in terms of the requirements of good
medical practice

» An assessmernt of the value of military training
and experience in terms of credits to be applied toward aca-
demic and clinical requirements for paramedical personnel in
their several specialties, and encouraging acceptance of
these credits by academic and medical institutions
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. Taking the initiative, with the hospitals, in ex-
amination of civilian medical/health occupational structure,
in order to formulate occupational work-training hierarchies
for careers for former military paramedical personnel

. Entering actively into the design and execution of
work-training-study programs to put former military paramed-
ics in civilian medical/health jobs and to enable them to
progress.

Indicated Further Research

. Comparison and "reconciliation" of military and
civilian medical occupational structures

. Identification, description, and classification of
a series of paramedical occupational classes to use effi-
ciently in the civilian sector the capabilities acquired in
the Armec. Forces

. Studies of the demands of the civilian medical/
nealth services, as they relate to the placement and utili-
zation of veterans: requirements, openings, shortages, speci-
fications -- currently and 5 and 10 years hence

. Studies of paramedical training and training costs:
e.g., how best to train military men for civilian jobs; ele-
ments of military training suitable for civilian use; rela-
tive costs of converting military personnel and of training
zivilian personnel from .scratch.
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I. INTRODUCTION

Conditions in the Medical/Health Field

Medical care in the United States underwent drastic
Changes in the 1960s. It faces still more radical changes
in the years ahead. Adjustments and innovations are urgently
required to meet the greatly expanded demand for health ser-
vices. Forces that have contributed to the burgeoning de~
mands on the medical care system include:

- U.S. population growth and the chang-
ing age profile: Higher proportions
of the enlarging population include
the very young and the aged. These
age groups require more medical care
than others.

. The affluence of our society: The
demand for medical care is highly
"income-clastic." The elasticity
of the demand is reinforced by the
fact that more than 80 percent of
the population is covered by some
form of health insurance, and thus
is financially able to command much
more niedical attention than previous-
ly.

. The national consensus that health
care should be the right of everyone
in our society -- young and old, rich
and poor, black and white, urban and
rural: This consensus has been ar-
ticulated in Medicare, Medicaid, and
other programs.

. Widely acclaimed scientific and tech-
nological advances: These have ex-
Panded the scope of medical practice.
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In response to rising expectations for quality health
care in the past decade, there has been some expansion of med-
ical programs and facilities and some modifications made in
the organization and administration of medical care. A ser-
ious limitation on the ability of the medical system to meet
the increasing demands on it has been the short supply of
medical manpower. A study of personnel needs in hospitals
and nursing homes in 1966 revealed that at that time over
300,000 additional professiorals, and technical and other
auxiliary health workers, were needed in order to provide
“optimum care" [l]. Another study, limited to allied health
manpower, showed a gap of almost 200,000 persons between per-
sonnel supply and requirements in 1967 [2].

Awareness of the growing personnel shortage facing the
health service industry has existed for some time. Task
forces, study groups, national, state and local commissions,
advisory councils, and a multitude of organizations and ana-
lysts have studied this question and other aspects of health
service. The recent report of the National Advisory Commis-
sion on Health Manpower lists 14 major studies on this sub-
ject conducted between 1930 and 1965. Remedial action on
different levels has been called for repeatedly. Fundamental
rajor reforms, as well as temporary stopgap measures, have
been urged upon the Government, the profession, and the pub-
lic.

Some programs and improvements have been initiated,
but we are now suffering the consequences of our inability --
or unwillingness ~- to initiate far-reaching changes, and to
implement even limited programs quickly enough. Since 1966,
.demands on the health care system have grown to such an ex-
tent that a crisis has developed.

Medical costs may be used as a fever chart of the sys-
tem's malaise. A one-day hospital stay, costing an average
of $44 in 1965, cost $61 in 1968 and $68 in 1969 -- a rise
of over 50 percent in four years. This cost is expected to
rise to almost $100 by 1973 [3]. Among other indicators
of the inadequacy of the medical care system in the United
States are the facts that the U.S. ranks 18th among the na-
tions of the world in life expectancy of men, llth in life
expectancy of women, l3th in infant mortality rates and 1l2th
in maternal mortality rates. An adequate supply of health
manpower is not sufficient, but is necessary, tc produce a
health care system able to respond to the needs of all the
American people. Unless drastic and immediate action is
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taken on many fronts, especially in the supply and more effi-
cient use of health manpower, adequate medical care may not
be available to the public at any price.

Dimensions of the Manpower Shortage

Published data on hecalth manpower supply and require-
ments vary considerably. Differences in definitions of the
scope of the health function and of "medical manpower," as
well as assumptions regarding the future, have a marked effect
on the level of these estimates. For 1966, workers in "medi-
cal and other health services" were estimated at 2.2 million
{4, p. 87; 5]. 1In this case, "workers" in the industry de-
fined as "medical and other health services" included only
payroll employees (not self-employed persons) working in pri-
vately owned hospitals, nursing homes, laboratories, and
offices, but not in Government health facilities. Manpower
estimates have also been prepared for the "health service in-
dustry,"” which is variously defined, usually to include wage
and salary workers and self-employed persons in private and
in Government-owned health facilities, but to exclude Govern-
ment public health programs. Under this definition, 1966 em-
ployment for the "health service industry" was about 3.7 mil-
lion {&, p. 187]. The most comprehensive coverage estimates
that 4.1 million were engaged in 1966 in "all health-related
activities," counting everyone "engaged in hcalth-related
paid activities, in all industries, including manufacturing,
trade, scientific, and Government health-protective or
patient-care activities" (4, p. 90). Within this definition
are workers in health occupations, as well as clerical, main-
tenance, supply, laundry, and other types of workers in all
establishments involved in health activities. 1n addition,
estimates are available for selected years for categories of
health workers, as "medical and other health workers" and
"experienced civilian labor force in health occupatioas,”
and for particular occupaticns.

Frojected 1975 manpower requirements also vary con-
sidurably, ranging from 2.2 million to 5.9 million, reflect-
iry widely different concepts and assumptions. The Depart-
ment of Labor uscd certain underlying assumptions with re-
gard to conditions in 1975 in preparing its estimates for the
health service industry and all health-related activities.

It was assumed that in 1975, the United States would be func~
tioning under peacetimc full-employment conditions, with the
same rate of change in economic, social, and technological
achievement as in 1956-65. The Department of Labor does not
envision any revolutionary changes in the health industry,
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and its projections are "estimates of the effective demand
for workers rather than needs to meet some set standard of
medical care®” [7, p.3}. In 1966-75, it is anticipated that
the health service industry will need 1.7 million additional
workers, while the requirement for all health-related activi-
ties is 1.8 million additional workers. Each of these repre-
sents an increase of around 45 percent. In the following
table, employment data for 1966 and 1975 are presented for
several definitions of health industry and labor force.

Table 1. Estimated 1966 Employment and Projected 1975
Employment, by Definition of Health Industry and
Labor Force

(in millions)

Definition . 1966 1975
Medical and other health workers.... n.a. 2.2
Medical and other health services... 2.2 3.4
Experienced civilian labor force

in health occupationS.cceeccecccces 2.8 3.8
Health service inAusStrIY.ceececescoes 3.7 5.4
All health-related activitieS.se.c.. 4.1 5.9

In addition to manpower needed because of rising em-
ployment levels, requirement estimates must, of course, take
into account needs for replacements for those workers who die,
retire, or transfer to other occupations. These estimates
must also include the number of workers who reenter the la-
Lor force in thc health occupation fiecld, or who shift into
that field. Between 1966 and 1975 health manpower replace-
ment needs are estimated at about 1 million for the health
service industry and 1.1 million for health workers in all
health-related activities [6].

Projected needs for health personnel are calculated by
adding the numier of personnel required for replacements to
the number necessary for growth. Thus, within two broad
definitions, projected health manpower requirements for
1965-75 range between 2.7 and 2.9 million persons, an average
yearly demand of 280,000 entrants.
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Narrowing the field to a consideration of future re-
quirements for more than 125 categories of health occupations
with which this study is Primarily concerned presents problems.
As recently as April 1969, a report presented by the Depart-
ment of Health, Education, and Welfare to the President and
the Congress cited the inadequacy of allied health manpower
data, and indicated that "present available data cannot pro-
vide answers to these questions: How many persons are engaged
in allied health occupations? How many employment opportuni-
ties ¢xist for allied health fersonnel? How many opportuni-
ties for employment will be available next year and in suc-~
ceeding years to persons prepéring for allied health occupa-
ti~ns?" [2]. Most data are prepared for selected occupations
only, and cannot be added to obtain a comprehensive picture
for the health manpower field. Frequently, estimates of pro-
jected need for all "allied health workers" are based only
on anticipated growth patterns, neglecting the replacement
factor. The very high rate of turnover in health occupations
makes this a serious omission.

One authority, who considers both growth and net re-
placement factors, estimates the needs of the health service
industry in 1966-75 to be an additional 2.1 million for per-
sonnel other than physicians, dentists, and registered nurses
(8]. The anticipated industry growth for such personnel is
calculated at about 1.3 million, and net personnel replace-
ments at 0.8 million. Thus, the annual "allied health" man-
power requirements in this period for growth and attrition
is projected to average 210,000.

Another source, approaching the needs for allied health
manpower from a different angle, concludes that the shortages
of allied health manpower will be greater in 1975 than in
1967. 7In 1967, the deficit in the medical-allied health field
(not counting the shortage of nursing personnel) was 110,000,
and in dental-allied health manpower, 28,700. Thesc deficien-
cies "represent the number of workers who could find employ-~-
ment without major changes in the hecalth care system, in
nanpower utilization patterns, or in the economics of health
care" [2]. A survey of hospital staffs and needs indicated
that in April 1966, approximately 200,000 additional nurses
and aides were needed in these facilities alone in order to
£ill hudgeted vacancies and to provide optimum care [9]. The
prospect of even greater health manpower deficits in the
future is apparent if projections are made in terms of moedij-
cal care needs, rather than in terms of cmployment opportunity.



22.

Many of the estimates, especially those derived from
the health professions themselves, implicitly project the
present modes of organization and delivery of medical and
health services. 1In view of the very large requirements thus
derived and the various lags and inelasticities characteristic
of the supply of health manpower, it is more reasonable to
assume that in the face of explosive incre:ses in demand, the
organization and delivery of health services would be modified,
with corresponding changes in occupational structure and occu-
pational requirements. Some recent Department of Labor esti-~-
mates have, to some extent, taken into account putative occupa-
tional changes implied by technological and other innovations
that may reduce the proportions of professional personnel,
and increase the proportions of technicians and other subpro-
fessional employees. These estimates project a net growth
of employment in medical and health services, rather narrowly
defined, of 1.2 million workers between 1966 and 1975 [5].
(This includes some nonmedical supporting workers in main-
tenance and service occupations.)

The largest increases are expected in "nursing person-
nel," who account for about 45 percent of employment (exclud-
ing physicians and dentists), and whose numbers are expected
to increase 500,000 between 1965 and 1975. The next largest
group is “"administrative and office," which is expected to
add 100,000 to the nursing total. Together these groups will
account for two-thirds of the increase in employment between
1965 and 1975. The fastest growing demands will be for X~
ray technologists (73 percent), medical laboratory personnel
(60 percent), and rehabilitative and other technicians (54
percent). Together, these will require nearly 150,000 more
technically qualified people by 1975 than were employed in
1965 [4]).

Whichever set of projections is used as a guide, it
is clear that personnel requirements are very large, and that
they will strain the capacity of most of the professions to
attract and train the required numbers. It is not surpris-
ing, therefore, that there are incrcasing demands for subpro-
fessional personnel to supplement ("extend") the supply of
doctors and nurses., Thus the emphasis on such occupations
as technicians, practical nurses, skilled medical technicians,
and hospital administrators.

In order to meet the increasing need for health per-
sonnel, programs have becn initiated (1) to interest and to
train young people in health occupations; (2) to expand the
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capacity of health educational institutions; and (3) to pro-
vide incentives for qualified but inactive personnel to re-
enter the field. "By 1967, Government expenditures to develop
and train health manpower had run to an annual level of $600
million" [10]). It is difficult to determine how many more
people are being encouraged to enter health occupations as

a result of these «fforts. However, one major program, begun
in 1962 under the Manpower Development and Training Act, had
enroiled about 45,000 trainees at a cost of about $69 million
by the end of 1966 [1l1l]. 1In 1965, graduates of educational
programs for 14 allied health professions where acute short-
ages exist numbered 13,348 [1].

There has been growing interest in a potential source
of supply largely untapped: the group of Armed Forces vet-
erans who received specialized medical training and experience
while in service. In recent years, 30,000-40,000 enlisted
men with medical health skills have been released annually
by the Armed Forces. These men are ex_orienced in a wide
vaciety of medical and allied health occupations, and have
functioned in many different types of military health facili- -
ties. 1In the opinion of the Research Division of the Army
Times Publishing Co., "The Military Medical Community offers
a well-experienced, diversified and consistent source of
prospective medical personnel who have completed their mili-
tary obligations, who are in the process of forming their
future plans and who are qualified and available to begin
productive careers in a civilian medical community" [12,

p. 1l1].

The Military Medical Universe as a
Source of Supply

"he U.S. military medical establishment comprises a
vast complex of educational, research, and medical care
institutions, operating thiough the medical departments of
the Army, Navy, and Air Force. These three medical depart-
nment:s 1re responsible for meeting the health care needs of
10 million persons, of whom 3,5 million are servicemen on
active military duty. The remainder are either dependents
or rctired veterans [13]. 1In order to fulfull this mission,
the three services have 239 hospitals, 467 dispensaries, and
numerous aid stations [14). These facilities are found not
only in the United States, but in widely scattered locations
in Europe, Southeast Asia, the Far East, the Middle East,
and aboard ships at sea. The military medical organization
also encompasses the largest and most comprehensive system
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fe.r training medical manpower in the U.S. and one of the most
cXtensive crganizations conducting research on medical prob-
iems.  In December 1968, professional and allied health staff
manning military medical facilities numbered 158,000. 1In
comparing military and civilian health resources, it has been
concluded that "the military has about 5 percent of the
nation's population as potential customers and about 5 percent
of the nation's health-care resources" [13, p. 7].

Size of the Medical Departments,
1965-09

This study is limited to enlisted men who were assigned
to paramedical jobs while in military service. On June 30,
1969, the enlisted strength of the Armed Forces medical de-
partments was 111,036. The Army had the largest enlisted
strength, with 49,596 "medics"; the Navy had 36,283 "corps-
men"; and the Air Force had 25,157 "med techs."

Table 2. Number of Enlisted Personnel Assigned to Armed
Forces Medical Departments, 1965-692/
(as of June 30 of each year)
Year Total Army Navy Air Force
1965 .. enccncnnces 98,577 45,620 27,595 25,362
19660000000000-000 105'067 48’257 31,193 25'617
196700000000.-0000 122'306 60'760 34,273 27'273
196Bcececccececcns 119,435 56,864 35,083 27,488
1969 ..ccecevrcceccns 111,036 49,596 36,283 25,157

a/ For a listing of the occupations covered, see a_.»¢ iix II.

Source: [15].

During 1965~69, the size of the enlisted medical staff
began at less than 100,000, peaked at 122,000 in 1967, and
thon declined to the current 111,000. The 1969 level repre-
sents a 7 percent decrease from the previous year, and a 9
percent drop from 1967, largely reflecting the 18 percent
decline in Army enlisted medical personnel over the 2-year
period.
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While the Air Force enlisted medical staff also de-
clined in 1969, the Navy continued to add personnel to its
department. Over the years, the Army has generally had al-
most half of all enlisted medical men, the Navy somewhat more
than a fourth of the total, and the Air Force slightly less
than a fourth.

The size and the pattern of change in the number of
enlisted personnel in the three medical departments reflect
variations in the total number of enlisted men in each of
the services. (See table I-1. This table, and those which
follow with roman numeral prefixes, may be found in corres-
ponding appendices.) There is a relatively constant relation-
ship between the number of enlisted men assigned to the medi-
cal departments, and the total number of enlisted personnel
on active duty. For the past 5 years, the Armed Forces medi-
cal departments have been able to command the services of
almost 4.0 percent of all enlisted personnel. The Army has
utilized a higher proportion of its manpower in the medical
service (4.4 percent) than has either the Navy or Air Force
(3.6 percent).

Table 3. Enlisted Strength of Military Medical Depart-
ments as a Percentage of Total Active Duty
Enlisted Personnel, 1965-69

(as of June 30 of each year)

Year Total Army Navy Air Force
1265...... 4.3 5.3 3.6 3.7
1966....0. 3.8 4.5 3.4 3.4
1967 ceeeee 4.1 4.7 3.7 - 3.6
1968...... 3.8 4.0 3.6 3.6
1969...... 3.7 3.7 3.7 3.5
Average... 3.9 4.4 3.6 3.6

Separations from the Medical
LDepartments, 1965-69

A high rate of turnover is a characteristic among mili-
tary medical personnel. Substantial numbers of men working
in military medical departments leave their jobs and enter
the civilian labor market every year. Very few draftees
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elect to extend their service after the obligatory 2 years.
Of those men who enlisted voluntarily, and were assigned to
the medical departments, only 13 percent|in the Army, ard 15
percent in the Navy and Air Force, electéd to reenlist “or

a second :our of duty in fiscal 1969. THerefore, a vecy high
proportion (about 85 percent) of those added to the military
medical departments' staffs in recent years will be returning
to civilian life when their 2 to 4 years of service are ovor.
As a result of this turnover, the number of medically tre¢ined
and experienced workers separated from the Armed Forces runs
to tens of thousands annually.

Table 4. Separations of Enlisted Personnel From Militaxy
Medical Departments, FY 1965-692/

Year . Total Army Navy Air Force
1965... n.a. n.a. 5,604 3,352
1966... 27,301 18,368 5,425 3,508
1967... 28,011 17,334 6,938 3,739
1968... 35,025 23,654 7,146 4,225
1969... 41,510 28,606 7,018 5,886

a/ For data on military medical separations by occupational
specialty, sec appendix II.

Source: [15]).

The total number of men with medical training relecased
annually has increased each year, from 27,301 in 1966 to
41,510 in 1969. From July 1965 through June 1969, 131,847
nlistcd persons returned to civilian life after medical ser-
vice. in the Armed Forces. In 1969, as in previous years, the
Army vetcrans dominated this group, accounting for approxi-
mately two-thirds of those released. Navy veterans, approxi-
mately one-fifth of all separatees, outnumbered those who had
separated from the Air Iorce.

Service differences are evident in the distribution
of separatees relative to medical department sizes. For
example, the Army releases about two-thirds of all the
scparatees, but the Army medical department has less than
half of all the enlisted medical men. These differences
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are explained, in large part, by the type of military mission
and by the varying period of obligated service involved (2

or 3 years for Army personnel, 4 years for Air Force and Navy
men). A concomitant factor is the date of induction which,
with the length of obiigated service, determines the timing
of separation. The number of young men joining each of the
military services in the past decade is given in table I-2.

As there is a fairly constant relationship between the
number of enlisted men in the medical departments and the
total in the Armed Forces, so there is a close relationship
between the number of separations from the medical departments
and total separations. In table I-3 an estimate of separa-
tions from each of the three services and the Department of
Defense is given for fiscal 1960-69. A comparison of enlist-
ed separatees from the medical departments and from the Armed
Forces reveals that between 1966 and 1969, 4.7 percent of all
enlisted separatees were men from the medical departments.
The proportion has declined from 5.2 percent in 1966 to 4.3
percent in 1969.

Table 5. Enlisted Separations From Military Medical De-
partments as a Percentage of Estimated Losses to En-~
listed Strength, FY 1965-69

Year Total Army Navy Air Force
1965.... n.a. n.a. 3.4 2.8
1966.... 5.2 6.8 3.7 3.3
1967.... 4.7 6.2 3.5

L968.... 4.4 5.2 3.1 3.8
1969.... 4.3 5.4 2.6

Averago, 4.7 5.7 3.2 3.5

Service differences again appear. The Army, with a
higher proportion of its enlisted men assigned to medical
service, has a higher proportion of medical separations in
relation to all enlisted separations.

The annual rate of separation in all services was
higher in 1966 becausc many men with 18 or more years of
service, who normally would have elected to reenlist and
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continue their military careers, decided to leave the ser-
vices in the face of the Vietnam buildup. U.S. troop
strength in Vietnam, which was only 21,500 in 1964, rose to
200,000 in 1965, and jumped to 400,000 in 1966 [l6]. Faced
with the strong probability that they would have to serve in
an areca of military conflict, some career men chose to exer-
cise their option to retire. Thus, the buildup of military
strength begun in 1965 substantially increased the number of
careerists discharged about that time. The higher draft
guotas and heavier recruitment begun in 1966 (see table I-2)
will influence the number released from 1968 through the
early 1970s; its impact on the rate of separations will de-
pend on the force level maintained in that period.

Separations in the Near Future

It is difficult to estimate the number of men with
medical training and experience who will be released in the
near future. Department of Defense policy with regard to
the total size of the Armed Forces, the dependence on the
draft for recruiting personnel, and the discharge policy for
men in the service is in a'state of flux. However, guide-
lines for determining the probable level of separations can
be obtained by reviewing historical data.

An examination of the military strength of the Armed
Forces shows that throughout the #irst half of the 1960s.
the number of enlisted personnel on active duty hovered
around 2.3 million -- almost 90 percent of total personnel.
Hot until 1966, when troop strength in Vietnam doubled in one
year and reached 400,000, did the total number of military
personnel climb over the 3 million mark, and the number of
enlisted men to 2.7 million (see tables I-4 and I-1l). At
this level of activity, the total enlisted staff of the
three military medical departments was 105,067. 1968 appears
to be a peak year, with total Armed Forces strength at 3.54
million, and enlisted strength at 3.1 million. As of June
30, 1968, the mecdical departments had 119,435 enlisted per-
sonnel. More recently (June 1969), total personnel numbered
3.46 million, enlisted strength was 3.0 million, and the
medical departments had 111,036 enlisted men.

Pentagon officials are reportedly planning to reduce
the size of the Armed Forces to 3.3 million by mid-1970, and
to 2.9 million by mid-]971 -- the lowest level since spring
1966 [17). Tt is reasonable to assume that when the level
»f military personncl on active duty declines, the size of



the military medical establishment will be affected. How-
ever, manpower allocations are determined on the merits of
competing demands within each service. The requests of one
department may be met at the expense of another department.
Despite these internal pressures, the proportion of total en-
listed personnel allocated to the medical departments in
recent years has fluctuated within a limited range, which may
make it possible to use recent experiences as a guide for the
neary future. The Pentagon's announced plans for 1970 would
bring the overall manpower level down to one comparable to
1967's.” The further decline envisioned for 1971 would reduce
armed strength to approximately the 1966 level. Enlisted per-
sonnel in the medical departments numbered 105,067 in 1966,
and 122,306 in 1967. However, the military situation in
1966-67 was markedly different from the one anticipated for
the 1970s. 1In the earlier period, the Armed Forces was gear-
ing up for enlarged conflict; in the future, plans are to
scale down participation in active military operations. It
scems probkable that this will decrease the size of medical
department staffs. Forecasting on the basis of our informa-
tion with regard to the relationship between total active
duty personnel, total enlisted personnel and medical depart-
ment size, we estimate that the military medical establish-
ment will have a staff of approximately 116,000 in 1970, and
102,000 in 1971. (These estimates were based on the assump-
tion that total enlisted personnel will comprise 88 percent
of total active duty personnel, and *hat the medical depart-
ments will consist of 4 percent of total enlisted personnel.)

It is the turnover within staffs of the medical depart-
ments that determines the number of men entering civilian
life. The turnover rate in the Army is more than twice thac
in the Navy or Air Force because of the Army's shorter tour
of duty. Hewever, 1968 and 1969 saw many more men released
than did previous ycars. This increase is only partly ex-
plained by the larger draft call and volunteer enlistments
in 1966 (by which the Navy was least affected). Many of the
separations occurred as a result of the early discharge
policy initiated by the Department of Defense in the second
half of 1968. At that time, the Armed Forces drastically
altered their releasc policy "granting early rcleases to
more than 250,000 cnlisted men with up to a year of active
duty remaining," in addition to men leaving the service be-
cause they had finished their tour of duty and did not choose
to reenlist. On the basis of the early-release policy alone,
during FY 1969 the Navy released 30,000 men; the Marine
Corps, 26,000; and the Air Force, 57,000 [18]. From July
1968 through Februuary 1969, 155,153 men left the Army as
early releasees. (The Air Force plans to raise the number
of early releases to 62,000 in FY 1970.)
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Typically, the impact of "military gains from civilian
life" (from the draft and enlistments) upon separations from
military service is delayed 2 to 4 years. Thus the fact that
additions to enlisted Army personnel more than doubled in 1966,
and continued at that higher level through 1969, would lead
inevitably to a significant increase in Army separations be-~
ginning with 1968. Similarly the Navy and Air Force expansion,
which almost doubled enlisted gains beginning in 1966, would
normally result in proportionately larger numbers of men com-
ing out of these services in 1970 and for several years there-
after. What happened, in fact, was that these expectations
were exceeded in FY 1969, due to the early release of 250,000
men with up to a year of active duty remaining. The total
number of separatees jumped from about 800,000 in 1968 to
260,000 in 1969, an increase of 20 percent. Clearly, 1969
separation figures are higher than could have been anticipated.
On the basis of enlisted gains in 1968-69, we can look forward
to continued high levels of separation into the 1970s, espe-
cially if the planned troop withdrawals from Vietnam are ac-
complished and the early-release policy is in effect.

There are constraints on the number of enlisted medi-
cal personnel to be separated in the next few years. First,
for them to function effectively, there is a limit to the
rate of turnover in the medical departments. In 1968-69 the
turnover rate rose dramatically, especially in the Army's
medical department. There is strong feeling that a 58 per-
cent turnover rate is inordinately high for efficient opera-
tion and such a rate should be avoided, if possible, in the
future,

Table 6. Annual Turnover Rate in Military Medical De-
- partments, 1966-69

Year Total Army Navy Air Force
1966....] 26.0 38.1 17.4 13.7
1967....] 22.9 28.5 20.2 13.7
1968....] 29.3 41.6 20.4 15.4
1969.... 37.4 57.7 19.3 23.4
Average.| 28.9 41.5 19.3 l16.6

-

Even 1969's 23 percent Air Force turnover rate gave rise to
serious staffing problems for some hospitals.
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Second, the Department of Defense reduced by 72,500
men the size of the draft call for November-December 1969 and
January 19790. The Secretary of Defense has announced that
the progressive withdrawal of U.S. troops from Vietnam would
result in draft call reductions. In 1969, almost 290,000 men
were drafted; cstimates of the draft call in 1970 vary from
150,000 to 180,000. Such reductions could be expected to
influence separations from 1971 onward.

liow many enlisted men are likely to be released by the
medical departments in 1970-71? Assuming that the number of
enlisted personnel in the medical departments will total
116,000 in 1970, and 102,000 in 1971 -- as estimated earlier =--
on the basis of a 29 percent overall turnover rate, the number
of separatees will total almost 34,000 in 1970, and 30,000
in 1971. These projections are consistent with the trend
toward additions to enlisted strength in earlier years, and
toward separations in recent years.

Study Hypotheses

This study addresscs itself to the problem of what
should be done to increase the civilian medical/health field
utilization of men who have received medical training and
experience while in military service. The objective of the
study is to identify the various factors that affect the
crossover of military dischargees to civilian medical/health
occupations. The study findings will suggcest policies and
programs that might be followed by the military, the civilian
medical/health service industry, and the Government to in-
creasc the transference of skills from.the military to the
civilian labor force.

A number of hypotheses were formulated:

. That interservice variances cause measur-
able differences in attitude that will
affect interest in transference

. That there are significant diffcroences
among veterans, based on length of ser-
vice (carcer vs. noncarecr personnel)

. That there are valid differences bctween
enlisted personnel dependent on their
military status (inservice vs. out-of-
service)
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. That there is a substantial difference
in willingness to transfer, based on
exposure to the civilian medical/health
labor market (e.g., moonlighting or
preservice employment)

. That willingness to continue as a para-
medical worker is influenced by the
type of tour experienced as an enlisted
man (geographic location, type of health
 facility, kind of work assigned).

Summarx

In short, it was supposed that the medically trained
enlisted man is influenced in his decision in favor of or
against a civilian health career by: military service branch;
length of service; military status; knowledge of the labor
market; and type of military work experience. With an under-
standing of how these factors influence veterans' occupation-~
al decisions, policies and programs could be designed to
optimize the number choosing civilian employment in medical/
health occupations.
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II. MILITARY PARAMEDICAL JOB STRUCTURE AND TRAINING
Introduction

In order to understand the problems and potentials of
enlisted paramedical veterans, it is necescary to understand
the job structures and training procedures of the medical
branches of the Armed Forces. 1In the civilian health field,
there is a dichotomy between professional and nonprofessional
health personnel. 1In the military medical fields, this is
paralleled by the officer/enlisted man dichotomy. This study
of enlisted personnel encompasses those who provide medical
or health care primarily as an adjunct to the physician or
dentist. This includes the nursing staff (except RNs),
various therapists, medical and laboratory technicians, and
paraprofessional dental personnel.

Just as the civilian health field has developed vari-
ous procedures for supplying personnel, the Armed Forces has
developed training programs and job functions to meet this
component of their demand for medical manpower. Each of the
three services uses a different method of classifying and
structuring the duties of enlisted health personnel, each
service modifying the traditional doctor/nonprofessional ar—
rangement to meet demands for its medical services.

Because of evolving medical technology and changes in
military medical emphasis from peace to wartime, not all of
the individuals in a given service have passed through the
same training programs or served in the same occupational
structure [19]). This chapter discusses the jobs and train-
ing currently offered by each of the threec services. (Ap-
pendices III, IV and V present more detailed training descrip-
tions.) Some interservice differences are highlighted, and
the significance of the military job structure for occupa-
tional transference to the civilian health field is explored.
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Interservice Training Differences

The Armed Forces have developzd systems for the train-
ing and utilization of their enlisted personnel through which
comparable medical systems have evolved. This paralleling
of functions is noted in the Department of Lefense Occupation-
al Conversion Table [20), which groups all of the Army Mili-~
tary Occupational Specialties (MOS's), Navy Enlisted Classi-
fications (NEC's) and Air Force Sperialty Cecdes (AFSC's) into
12 three-digit occupational subgroups on the basis of duties
performed (see table II-6, appendix I1I).

Although the Department of Defense based this grouping
on a careful analysis of the duties of each specialty, it is
important to note that similarly grouped jobs are not neces-
sarily identical. Interservice differences in training,
equipment, duties, and degrees of supervision do exist in
paramedical specialties, and must be taken into account in
considering the extent of transference to the civilian medical/
health sector. Interservice differences in the training and
duties of enlisted paramedical personiael can be attributed
to: (1) differences in missions:; (2) modes of medical service;
(3) the length of service obligation; (4) the size and type of
medical installations; (5) the degree of professional care
and supervision; and (6) the need for personnel flexibility.

The Army Medical Service

The military manpower procurement system -- combining
draftees, draft-induccd enlistees, and genuine volunteers --
has as a side effect a very low first-term reenlistment rate,
and consequently a higii proportion of one~termers. The com—
plications this causes for the Army Medical Service, which
takes 2-year drafteces and 3-year enlistees, dictate to an
extent the structure of training programs. Given a relative-
ly short term of service, with a low probability of reenlist-
ment, internal efficiency requires a short (though intensive)
training period for medical specialists., A longer period of
schooling not only increases the cost per corpsman, but also
shortens the period in which the acquired skills can be
utilized. We observe, therefore, that although many military
vccupational specialties (MOS's) exist, the vast majority of
Army paramedical personnel serve as general "medics" (MOS 91B).

However, the needs of modern medicine dictate that
more specialized nonprofessional personnel be supplied. 1In
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order to reconcile these needs with efficiency criteria, the
requirements for training in ov.uer, more technical MOS's al-
most invariably include a term of obligated military service
upon completion of the training period. ‘This is also a re-
quirement for training in specialized Navy enlisted classi-
fications. In fact, the amount of obligated secrvice for Navy
training usually exceeds that required by the Army.

The Navy Medical Corps

Most Navy medical pesscenncl are merely classified as
hospital corpsman (HM 8400 or 0000), indicating the downgrad-
ing of highly specialized paramedical skills or training.

The Navy operates medical services under highly varying con-
ditions: The installation to which a corpsman is assigned
may be a hospital, Marine combat unit, clinic, laboratory, or
ship at sea with or without a physician aboard. Furthermore,
naval personnel policies require the scheduled rotation of
manpower among these various duty stations.

The Navy Medical Service Corps has developed a train-
ing program which meets the reguirements dictated by such
personnel assignments. All enlisted personnel are provided
broad-based medical training, which provides the basis for
ongoing training at whatever assignment the corpsman receives.
Specialization -- with the concomitant obligated service --
occurs, but the ability to perform various paramedical duties
is maintained by all persounel,

The Air Force Medical Service

The Air Force Medical Service meets a different demand
for medical services. With the exception of some isolated
radar sites and a few clinics overseas, most airmen are sta-
tioned at hases in the United States. These are generally
sizable installations which provide mcdical and dental care
for Air Force personnel and their dependents. Personnel
flexibility like the Navy's is not generally required by the
Air Force, which has the further advantage of 4-year enlist-
ments.

I'ollowing a brief introductory coursc, formal train-
ing is given to new airmen in a variety ot spcecialized para-
medical occupations. These courses are generally not as
long or intensive as comparable Navy courses, and a period
of obligated service is not required. The Air Force usces
graduates of these courses under the supervision of profes-
sional staff. The largest number are trained as medical
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service specialists (AFSC 902X0), not because of a need for

generalists Eer se, but because experience in this AFSC
- serves as a background for more specialized surgical/medical
duties.

To meet the nced for more highly skilled personnel,
the Air Force offers to those who serve beyond their initial
obligation the opportuvnity to attend advanced courses in
their specialty. This training emphasizes the ability to
perform not only more difficult tasks but under less profes~
sional supervision.

Summarx

The degree of specialization and the placement of the
enlisted paramedic varies among the services. The difference
between civilian and military medical structures is probably
greater than interservice differences in the structuring and
training of their cnlisted personnel. A recent study by the
National Academy of Sciences noted that in the military, com-
missioned officers -~ physicians, dentists, medical service
officers, and registered nurses -- comprise 21 percent of the
medical personnel. 1In the civilian sector, these same cate-
gories account for 31 percent of all medical manpower. Thus,
the military places a greater reliance on nonprofessional
health personnel than does the civilian sector. However, the
National Academy of Sciences study states that "institution-
al and out-patient care by the military is as skillful as
that furnished in nonmilitary medical institutions and
clinics with full-time closed staffs" [21, p. 3].

Paramedical Personnel jin the U.S. Army

Military Occupational Specialties
(MOS's)

The U.S. Army has a highly complex structure oriented
toward technical skills. At the turn of the century, 90 per-
cent of all enlisted personnel were classified as general
combat soldiers. Today's Army needs highly trained special-~
ists in most of its positions.

The medical services of the Army reflect the need for
specialization in a most technically advanced field. To mect
this neced and to aid in personnel planning, training, and as-
signment, enlisted military medical specialists are classified
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by military occupational specialties (MOS's) requiring com-
mon basic skills, knowledge, and abilities. The MOS was a
three-digit code until June 1965. At that time, partly be-
cause of the ever-increasing skill complexity of the service,
it became a five-digit code. In general, the first two num-
bers, followed by a letter, show a particular career group
and occupational specialty, while the last two numbers indi-
cate a skill or pay level, and special qualifications.

A serviceman is assigned an MOS designation on the
basis of civilian and military education and experience, and/
or his actual duty in a particular field. Unit commanders
and manpower planners in the Army are able to allocate man-
power solely by reference to MOS, obviating the need for delv-
ing into the backgrounds of each serviceman involved. Struc-
turing by MOS allows rather clear-cut occupational ladders,
or MOS "feeder" patterns. The MOS structure allows the desig-
nation of training courses ir accordance with the skill level
for which students are being trained. In some instances,
however, an individual may not carry an MOS even after he
has completed the requisite course. Some enlisted personnel
may have multiple MOS's due to on-the-job training or paral-
lel course work. 1In such cases, the individual has both a
primary and secondary MOS skill designaticn, allowing for
substitutions, and therefore flexibility, within a unit.

Each MOS represents a unigue job description. There
are proficiency criteria which must be met to attain an MOS,
and these are periodically reexamined to maintain it. This
method of structuring allows definition of the Army survey
population by MOS.

MOS's Surveyed

For the medical manpower survey, Army paramedical
workers were defined as military personnel working under a
medical specialist (e.g., nurse, doctor, dentist), techni-
cally trained and able to supply services necessary for
patient care. (Thosc MOS's included are listed in appendix
I1I.) One MOS (912) bears comment. MOS 91Z is granted to
qualified specialists of any medical MOS category. It com-
prises only the top three NCO grades and, although it empha=-
sizes administrative and supervisory duties, represents the
"capper" for Army medical enlisted personnel.

All MOS's that did not require medical corpsman train-
ing did not fit our definition of paramedical workers; two
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exceptions were MOS 42E (optical laboratory technician) and
MOS 91Q (pharmacy technician). One additional MOS (91A10)
was also excluded; this MOS is held by those who are attend-
ing, or have been recently released from, 10-week basic medi-
cal corpsman school. Failure to attain an advanced MOS can
be taken as prima facie evidence the individual did not gain
" sufficient medical knowledge or experience.

Army Training

Shortly after a man is inducted into the Army, he is
given a battery of tests to determine both his aptitude and
the level of achievement he has attained in specific fi-lds.
In order to be considered for Army medical service, a man
must be emotionally stabie and score at least the median
grade on his tests. Assignments to the medical service are
based not only on the man's test scores, but on his previous
experience, his job preference, and the needs of the medical
service.

Following a basic military course, all medic~recruits
are enrolled in a medical corpsman course given at the U.S.
Army Medical Training Center, Fort Sam Houston, Texas. A ter
the first 2 weeks of medical orientation, some students are
channeled into training programs for which only these 2 weeks
are prerequisites. The majority of students complete the
basic 10-week course. The purpose of the basic course is
"...to train gualified eniisted personnel to perform routine
patient care asrd treatment duties in combat areas, hospital
units, dispensaries, clinics and other medical facilities."
The course includes: . :

Basic anatomy and physiology: emergency medi-
cal care and treatment, including control of
hemorrhage, prevention and treatment of shock,
artificial resuscitation, dressing and bandag-
ing of wounds, splinting of fractures, field
medicine and surgery; transportation of sick
and wounded by ground, air and water means;
medical service tentage; preparation and use
of individual medical records; use of common
drugs; [ard] basic nursing procedures [22,
section 5-~30-1}.

After completing the 10-week course, the men are
either assigned to jobs in medical units or designated to
attend other medical specialty courses (see table III-1).
Those placed in medical units are given on-the-job training
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to make them proficient in the positions they are holding,

and usually in a few months they are advanced to the medical
corpsman classification (MOS 91B), which contains the largest
number of "medics” in the Army. Men in this group are assign-
ed as ward orderlies in hospitals, litter bearers in the
field, medical aidmen in aid stations, dispensary attendants,
members of ambulance units, etc.

The competence of a large proportion of Army medical
corpsmen is primarily based on what they have learned in
their course of study, supplemented by skills acquired in
particular jobs. .

Informal, con-the-job training is given medical corps-
men after their initial 10-week training period. The extent
of instruction a man receives depends on the unit to which
he is assigned: If he is sent to Vietnam as part of an in-
fantry division, he receives nn-the-job training as a com-
pany aidman for a platoon of 45-50 men; on-the-job training
for an assignment within a hospital depends on whether he is
assigned to the emergency room, intensive care unit, clinic,
or hospital ward. On-the-job training also varies between
}'chS}:.a.w'.tals.k

Approximately one-third of the enlisted men are si-
phoned off to receive further formal training in medical
specialties. Opporiunities for specialized studies may be
oper to the men immediately upon completion of all or part
of the basic course or, more likely, after a period of work
experience. Selection for participation in further training
depends upon the individual's aptitude and job performance,
his desire for additional training, recommendations from
superiors, and the needs of the Army. There are a few high-
ly technical occupations that have an elementary and advan-~-
ed training course [23]. Requisites for participation in the
advanced coursec are completion of the elementary course, plus
a vear of work experience.

The Army offers specialized training in occupations
embracing the spectrum of medical care. Appendix II1 in-
cludes lists of paramedical courses offered to enlisted per-
sonnel since 1955. Some courses included are no longer of-
fered, but were listed because they might have been taken
by careerists included in our survey.
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Formal on-the-job training differs from the type of
instruction received upon being assigned to a new job; it is
@ program of study controlled by the hospital command. Such

to be trained is so small that a centrally administered ser-
vice schenl course is not warranted (for example, only 16
Men a yeur are registered in the electroencephatograph [EEG]
category for on-the-job training offered at Brooke General
Hospital). Since formal on-the-job training is structured
according to the guidelines of the Army's subject schedule,
and since only selected hospitals train all the personnel in
these specialties, such training is standardized throughout
the service. Just as Brooke General Hospital trains EEG
specialists, Fitzsimmons General Hospital provides the formal
on-the-job training for occupational and physical therapy
specialists.

In order to participate in a specialty course of study,
every enrollee must agree to serve a specified minimum length
of time after completing training. During this period of
obligated service, it may be presumed that he is employed in
the occupation for which he has been trained. Therefore,
the length of time listed for obligatory service, varying
from 9 to 24 months, may be considered as the minimum amount
of specialized experience that the Army enlisted man in his
particular MOS may offer a civilian employer (see table I11-1).

Annual proficiency tests at each skill level are given
for particular occupational specialties ani are used as part
of an evaluation and incentive system. The test includes a
written portion and a job werformance rating by a superior.

The objective of the test is to elevate quality of performance.
Proficiency pay, ranging from $30 to $100 monthly, is given
those who make outstanding scores, both to reward superior

Job performance and to encourage the retention of highly
qualified personnel in particular specialties.

Summarx

Training of enlisted men in the Army Medical Service
is "designed to provide paramedical skills and knowledge
necessary to support the physician in his military healtih
care mission" [24]. Schooling and on-the-job training are
used to develop understanding and competence. Thosc men who
demonstrate particular aptitude and ability have the oppor-
tunity to take advanced studies to qualify for positions in
medical specialties. Testing programs, jcb evaluations,
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and incentive pay systems are designed to foster a high level
of competence.

Paramedical Personnel in the U.S. Navy

Navy Enlisted Rating Structure

The manpower needs of the U.S. Navy require that each
enlisted man's individual skills be identified so that pro-
per assignments to billets can be made. To accomplish this,
an enlisted rating structure and the more sophisticated Navy
enlisted classification code (NEC) have been developed. All
Navy enlisted ratings are organized into 12 occupational
groups, two of which -- medical and dental -- include all
enlisted personnel in the Navy Medical Service Corps.

The rating structure encompasses skill levels as well
as pay grades (see table 7). Pay grades El1 to E3 are appren-
ticeships which provide paths for advancement to the petty
cf ficer grades.

Apprentice or entry-level NEC's (series 8400 for
hospitalmen; series 8700 for dentalmen) indicate thet the
individual has the aptitude, training, or experience direct-
ly related to a specific occupational field. Within a given
rating, "rating series" or specialty NEC's may be assigned.
Since these codes indicate particular training and competence
not inherent in the rate, they serve to identify the person-
nel as well as the job requirements. All hospital corps and
dental corps NEC's are assigned by the Chief of the Bureau
of Medicine and Surgery. No specific priorities are attach-
ed within these MNEC's; a particular code may be primary or
secondary. Only hospital and dental corps personnel may
hold these NEC's, and with only one exception [26] these
personnel may hold only 8400 and 8700 series codes respec-
tively.

In order to qualify a hospital corpsman for advance-
ment in rating, his commanding officer must approve him for
a professional examination. These examinations become broad-
cr in scope and more comprehensive with each successive rat-
ing.

Hospital corpsmen generally serve under the super-
vision of medical department officers (MDs). Corpsmen
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Table 7.

Rating Structure for Navy Paramedical Personnel

Lay grade

Hospital corpsmen

Dentalmen

C~lc‘¢..0.
E-Zoocccc.

i
C-3.vetnen

E-4....... ,
|

E-Sooooooo
E-6 ¢ a ¢ s 0 0o
E-7. ® & 0 00 e

b ]

D-Bc.ooooo'

E-gcooooto

Source: [25])

HR, Hospitalman recruit

HA, Hospitalman appren-
tice

HN, Hospitalman

HM3, Hospital corpsman,
3rd class

HM2, Hospital corpsman,
2nd class

HM1l, Hospital corpsman,
Ist class

HMC, Chief hospital
corpsman

HMCS, Senior chief
hospital corpsman

HMCM, Master chief
hospital corpsman

DR, Dentalman recruit

DA, Dentalman apprentice

DN, Dentalman

DT3, Dental technician,
3rd class

DT2, Dental technician,
2nd class

DTl, Dental technician,
lst class

DTC, Chief dental techni~-
cian

DTCS, Senior chief dental
technician

DTCM, Master chief dental
technician
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function in such broad fields as first aid, preventive medi-
cine, tentative diagnosis and emergency treatment, nursing
care and definitive treatment, and administrative procedures.

Men may at any time be called on to perform the gener-
al duties of their rate. Furthermore, most specialists can
also be expected to serve on "independent duty," which re-
quires a qualified hospital corpsman to perform all duties
of a medical nature on small ships, shore stations, and with
Marine units when no medical officer is attached. On such
duty, the corpsman performs all administrative work and, to
the extent that he is qualified, the professional duties
prescribed for medical officers of ships or stations.

Every corpsman HM1 and above is considered qualified
for independent duty. Because of this, technicians mus=*
maintain the same competence in all areas as general duty
corpsmen. It is for this reason that the same professional
examinations are administered to all corpsmen, regardless of
NEC.

NEC's Surveyed

Selection for the survey was based on job titles and
descripions contained in the Handbook of Navy Enlisted Clas-
sifications, as well as an examination of the coursework roc-
quired, as described by the Departnent of the Navy and the
Hospital Corps. 1In addition to thé basic hospital corpsman
category, 39 NEC's were selected which fall within the scope
of the study (see appendix IV).

Certain NEC's which are part of the medical or dental
ratings (8400 and 8700 series) were excluded from the survey.
These NEC's and their job titles are:

NEC Title
HM 8432 Preventive medicine technician
HM 8472 Photography technician
HM 8447 Medical illustrating technician
HM 8498 Medical repair mechanic
DT 8732 Dental repair technician
HM 8496 Embalming technician

DT 8714 Dental technical research assistant
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The reason for excluding these occupational specialties was
that the specialized training received is quite removed from
medical care. Not only is this training largely nonmedical,
but the relationship with the patient is indirect. In gener-
al, the work skills acquired are easily transferable to posi-
tions in nonmedical fields.

Navy Training

Navy enlistments are voluntary, and new recruits may
opt to serve in the Navy Hospital Corps. However, volunteers
for the Hospital Corps are carefully screened and only accept-
ed if they have received a passing grade in a battery of
tests, are high school graduates, and have at least two
years to serve [27]). Following a period of military train-
ing, Navy enlisted men classified as hospital apprentices or
hospitalmen are enrolled in the basic 16-week course offered
at the U.S. Naval Hospital Corps School in Great Lakes, Illi-
nois, or San Diego, California. The goal of the course is
to give instruction in the basic pPrinciples and techniques
of direct patient care and first aid procedures, preparing
personnel for duties as general service hospital corpsmen in
the lower pay grades. 1In the course, 75 hours of classroom
instruction is given in anatomy and physiology: 240 hours in
principles and techniques of patient care; 70 hours in first
aid ané¢ minor surgery; 33 hours in hygiene and sanitation;

60 hours in materia medica and toxiocology; 25 hours in
metrology; and 45 hours in atomic, biological, and chemical
warfare defense and military requirements. In addition, 92
hours are spent in practical, on-the~job instruction. Men
enrolled in the course are exposed to a total of 640 hours
of full~-time study [28). Each week of the course, 5 full 8-
hour days are spent in classroom instruction or supervised,
practical experience.

Every Navy hospital apprentice (E2) and hospitalman
(E3) is enrolled in this 16-week basic course. Upon comple-~
tion of the course, a period of on-the-job training follows
during which the men, not yet fully qualified as hospital
corpsmen 3rd class, perform such duties as applying bandages
and dressings, checking temperature, pulse, and respiration:
collecting specimens; administering medication; performing
routine ward care of patients; keeping medical department
equipment and spaces clean and sanitary:; and performing rou-
tine clerical duties of the ward [29]. Typically, a hospital-
man has 6 months' experience in his first permanent duty sta-
tion before he advances to the next level.
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To advance to the hospital corpsman 3rd class rating
(E4) , the hospitalman must qualify in the areas of first aid,
hygiene and sanitation, patient care, anatomy and physiology,
and administration. Advancement in rating from k4 to E9 is
vased upon indepth knowledge and ability in these same areas
and, 1in addition, in the ficlds of pharmccy; pharmacology
and toxicology; preventive medicine; chemical, biological,
and radiological warfare; clinical laboratory; clerical forms

?ggjprccedures: ana medical administration and organization

Advancement in the Navy Hospital Corps depends upon
knowledge ana performance in the general areas described
above, not upon the requirements and quality of work in a
particular assignment. The men are prepared for advancement
by the mandatory minimum of 2 hours a week of training offer-
ed on the job, with doctors, nurses or senior corpsmen as
instructors, and following a basic curriculum guideline pre-
pared by the Bureau of Medicine and Instruction. The Navy
publishes the Handbook of the Corps, a basic reference book
that is used as a text. Training may be given in a group
session, in a classroom, or through practical demonstrations
on the job. Correspondence courses are also supplied by the
Navy, which can be used to help prepare for the advancement
exams.

Specialty medical courses for enlisted personnel are
given in numerous naval hospitals and meédical centers locat-
ed throughout the United States. The Navy distinguishes be-
tween advanced schools (Class B), which provide instruction
emphasizing skills required for assignment to independent
duty, and medical technical schools (Class C), in which
training focuses on the administrative and medical technical
specialties needed to maintain medical facilities [28].

The number of weeks of formal specialty training of-
fered hospital corpsmen and dentalmen ranges from 4 to 60.
Appendix IV presents a description of the Navy's paramedical
courses for enlisted personnel. This listing includes courses
offered since 1955 because they were available at the time
careerists in the survey (with 18 years or more of service)
were in training.

Prerequisites for the courses vary. Some require a
certain pay grade level, from E2 through E7. 1In addition, a
number of years of high school or its equivalent may be
mandatory. Several courses stipulate that the registrants
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must have a general aptitude score of 100. A few are open
only to candidates who have completed other courses and have
had job experience. Table IV-1 gives the training and obli-
gatory service requirements for each Navy selected paramedi-
¢cal occupation.

Formal school courses have been established for every
paramedical occupation, with the exception of the orthopedic
cast room technician. In this case, on-the~-job training is
offered. A Navy Hospital Corps School course combines didac-
tic teaching and practical application. The proportion of
time spent in the different types of learning situations vary
with the course. 1In the basic L6-week course, 548 hours are
spent in formal instruction, and only 92 hours are devoted
to on-the~job experience. However, the course on cardiopul-
Monary technique is divided so that 324 hours are lecture
and 1,236 hours are spent in a work situation practicing and
perfecting skills. Almost 90 percent of the 60-week clinical

laboratory technician's course is devoted to practical appli-
cation.

One of the prerequisites for each specialty course is
a period of obligated military service. The number of months
that a man must serve in the Navy after completing his
specialty training is shown in table IV-l. This shows the
minimum amount of time spent in the Navy occupaticnal classi-
fication. While many men serve longer than this obligated
sexvice, it is a measure of the amount of experience naval
personnel bring to civilian medical/health employment.

Summar Y

Navy hospital and dental corpsmen are selected with
care and trained to perform in the general area of medical
Care. Approximately one-third are also qualified in a
specialty field of medicine for which formal courses are of-
fered. Because of the rotation of sea and shore duty, all
Navy enlisted paramedical personnel are prepared to function
in a variety of jobs. Their general competence, not their
specialized skills, is the basis for advancement. Navy
hospital corpsmen and dentalmen are generalists, first and
foremost.
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Paramedical Personnel in the U.S. Air Force

Air Force Specialties (AFS's)

The U.S. Air Force personnel classification system is
based on the functional grouping of positions which require
common knowledge, education, training, experience, or other
abilities. Functional grouping places positions related to
one another in an Air Force specialty (AFS) designation, and
it groups related AFS's into career fields. A particular
AFS contains within it all jobs which require essentially the
same abilities. No person is expected to perform all of the
duties of the AFS at any one time, although individuals are
prepared to assume all of the ArS responsibilities at dif-
ferent times. This AFS arrangement facilitates personnel
management by serving as a framework within which both
specialized and broadly experienced personnel may be devel-
oped (31].

The Air Force specialty codes (AFSC's) which denote
the particular AFY, are five-digit rumerical codes for en~
listed airmen. The paramedical AFS‘s with which we are con-
cerned are grouped into two major career fields: medical
(AFS's 90 and 91) and dental (AFS 98). The first two digits
of an AFSC indicate the career field; the third, the career
field subdivision; the fourth, the skill level of the AFS;
while the fifth denotes the specific AFS. For example:

AFSsC Designation
20 Career field: medical
204 Career field subdivision: medical laboratory

9043 Skill level: semiskilled
20430 Specific AFS: apprentice medical laboratory
specialist

Personncl in the medical and dental carcer fields,
as other Air Force enlisted personnel, enter the service
with a 4-yecar obligation. Although some have served in
other branches of the Armed Forces, the majority are airmen
without previous service who volunteered for the Air Force.
Along with all other new entrants, their first assignment is
to basic military training at Lackland Air Force Base, Texas.
All personnel take the Airman Qualifying Examination; in
order to be considered for the medical or dental career
fields, the airman must score above the 60th percentile on
the General Aptitude Index. Most of those selected for medi-
cal career fields are high school graduates, and many have
a number of college courses to their credit.
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After basic military training airmen destined for
either medical or dental specialty fields are transferred to
the U.S. Air Force Medical Service School, Sheppard Air Force
Base, Texas for basic medical training. During this training,
each airman is carefully tested, counseled, and evaluatecd to
deterhine the specialty to which he will be assigned. After
the "medical helper" course, he may be assigned to one of the
apprentice/specialist-level formal courses, or to on-the-job
training at a permanent duty station.

Whether the airman receives formal or on-the-job train-~
ing, he is taught essentially the same subjects and methods
to use in performing his job. The requisites for any given
AFS are broken down into five areas: knowledge, education,
experience, training, and "other factors." For each AFS,
some qualifications are mandatory. Others are not mandator:’,
but desirable, and serve to increase an airman's chance of
career success. They also tend to indicate future areas of
specialization and job development.

All medical and dental AFS's have specific knowledae
requirements. In general, these are met by passing an ap-
propriate specialty knowledge test. There are several medi-
cal AFS's which have no specialty knowledge tests because of
the technical nature of the duties, or the relatively few
individuals involved. In such cases, a classification board,
composed of medical officers and advanced airmen in the AFS,
meets to determine if the airman possesses the requisite
knowledge.

No medical or dental AFS's have mandatory education
requirements. Completion of high school is desirable, and
most airmen who qualify are high school graduates. In all
Cases, completion of high school or college-level courses in
general science, biology, chemistry, and/or anatomy and
physiology is desirable.

At the discretion of classification boards, civilian
experience may be substituted for that gained in an AFS. In
all other cases, experience in the lower level of the AFS is
mandatory for career advancement. For entry into some medi-
cal AFSC's at the semiskilled 3 level, prior experience in
another AFSC at the specialist and/or technician level is
mandatory. For cxample, all histopathology technicians
(AFSC 90431) must have qualified as a medical laboratory
specialist (AFSC 90450) prior to Cross-training for their
new AFSC.
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Training requirements for an AFS are generally ful-
filled by the specialist's completion of the advanced medi-
cal service course appropriate to that career field. Com-
pletion of such courses is seldom mandatory, since on-the-
job training may be substituted. For advancement to the
supervisory levels in medical or dental AFS's, completion
of a management course, usually conducted at the base, is
desirable.

The extent to :;hich the airman meets the standards of
knowledge, education, experience, and training determines
his skill level. There are up to five skill levels for =zach
AFSC. Skill level 1 is assigned to medical helpers (AFSC
90010) and dental helpers (AFSC 98010) after the completion
of the basic medical helper course, and prior to their receiv-
ing any formal or on-the-job training. This skill level is
held only for a short time, unless the airman fails to de-
velop his paramedical skills. (AFSC's 90010 and 98010 were
excluded from our sample.) Skill level 3, or the apprentice
level, is attained upon completion of a formal course or
special training; upon gqualification as a bypass specialist
(on the basis of prior military or civilian experience); or
upon the receipt of a passing grade on a specialty knowledge
test by those airmen receiving cross-~training with experience
in another 3- or 5-level AFSC. 8kill level 5 is awarded
after the airman has accumulated a minimum of 6 months' ex-
perience serving in the 5-level AFSC, after he has passed
the appropriate specialty knowledge test, and after he has
been given his supervisor's recommendation [32). Skill
level 7 is awarded only to those with a minimum of one year's
experience serving at taat level, the fulfillment of all re-
quirements, and the passing of the appropriate specialty
knowledge test. Skill level 9 is restricted to those in or
selected for promotion to pay grades E8 or E9. These must
possess the 7-level AFSC which is appropriate to the 92 level,
have a minimum of one year's experience at the 9 level, be
recommended by his supervisor, and be approved by a classi-
fication board [31l]. There are few AFSC's at the 9 level,
reflecting the broader supervisory nature of these positions.
For example, AFSC 91370 (physical therapy technician) and
AFSC 91372 (orthopedic applicance technician) are all normal
prerequisites to AFSC 91392 (physical medicine superintendent).
Similarly, the dental career field includes only one 9-level
AFSC, 98290 (dental superintendent).

AFSC's Surveyed

Because of our definition of paramedical worker and
our primary concern with the utilization of these individuals
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in the civilian health field, several AFSC's in the medical
career field were excluded from our sample. The criteria for
the selection of AFSC's for the study were based on Volume

II of the Airman Classification Manual [33], where each AFSC's
duties and requirements are enumerated. The medical AFSC's
which we excluded are:

AFSC Title

20010 Medical helper
98010 Dental helper

907x0 Preventive medicine specialist/technician
908X0 Veterinary specialist/technician

908X1 Laboratory animal specialist/technician
911X0 Physiological training srecialist/supervisor
915X0 Medical materiel specialist/supervisor

AFSC’'s excluded may have been held by individuals in our .
sample, but generally were not. Appendix V gives a descrip-
tion of the AFSC's included in our study.

Air Force Training

Upon completion of basic military training, all air-
men selected for medical or dental career fields -~ primari-
ly volunteers -- are sent to the U.S. Air Force Medical Ser~-
vice School. Here they embark upon the 4-week medical helper
course, a prerequisite for all airmen entering the medical
or dental career fields. The primary objective or this
course is not to provide skills used in medical care, but to
orient airmen to the U.S. Air Force Medical Service. 'Train-
ing includes career progression, mission, function, and
history of the Medical Service as well as paramedical sub-
jects (e.g., field casualty care, emergency medical treat-
ment, disaster medicine, basic nursing procedures, anatomy,
physiology, and medical terminology).

For some of the airmen chosen to serve as apprentice
dental specialists, apprentice administrative specialists,
or apprentice medical service specialists assigned to hospi-
tal wards, this course concludes formal coursework. They
are given direct duty assignments where their training is
accomplished on the job. For the majority of the graduates
of the medical helper course, the next step is attendance
at one of the 14 basic or specialist-level courses conducted
at the Medical Service School. (Table V-1 lists the train-
ing requirecments for Air Force paramedical occupations.)
These formal courses, covering from 6 to 50 weeks, are
designed to provide the airman with the knowledge and skills
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necessary at the semiskilled level of his AFS. These courses
are primarily didactic in nature, emphasizing a knowledge

of the basic functions which the airman will perform. Only
two of the courses, psychiatric ward specialist and labora-
tory specialist, conclude with a practical phase.

Upon completion of a specialist-level course, the air-
man is awarded the 3-level AFSC in which he trained. His
first duty assignment is usually to a hospital or large in-
firmary, where the new paramedical personnel function under
close supervision. Individuals with prior civilian or mili-
tary medical experience may be awarded the semisk‘lled AFSC
as bypass specialists, without formal school attendance. In
such cases, on-the-job training is conducted to ensure that
the airman possesses a knowledge of all material covered in
the formal course.

The progression from the semiskilled 3 level to the
specialist 5 level comes through experience and on-the-job
training in the more technical aspects of the AFSC. The
airman must demonstrate to his supervisors his competence
in the duties in his AFSC description.

Before advancement to a 7-level AFSC, most airmen are
required to attend one of the advanced, or technician-level,
courses. The function of these courses is to provide the
medical service with fully qualified, noncommissioned para-
medical personnel. These advanced courses, rarely open to
first-term airmen, equip the graduate to perform medical
duties requiring high levels of technical and supervisory
skills. They range from 8 to 17 weeks for the medical and
6 to 11 weeks for the dental career fields. Part of the
class time in each course is devoted to administrative or
supervisory subjects, but the major thrust is medical or
dental skills. Emphasis is placed on special techniques
and procedures needed by nonprofessional paramedical person-
nel in order to work with greaterx competence and independence
from medical or dental officers. On-the-job training may be
substituted for completion of an advanced course as a re-
quirement for .a 7-level AFSC, but the basic knowledge re-
guirements remain the same. Thus, fulfilling the require-
ments for an AFSC indicates a level of required performance
as well as a level of training.

A complete list of all Air Force medical and dental
courses, showing course objactive and content, is included
in appendix V.
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Summary

The Air Force has developed a system of training and
utilizing paramedical workers to provide medical care to U.S.
Air Force personnel and their dependents. Formal courses at
both the introductory and advanced levels are coupled with
on-the-job training to ensure the availability of both
specialized and broadly experienced medical manpower. The
AFS system then permits the efficient utilization of this

manpower at various types of medical installations throughout
the world.
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III. TRANSFERENCE TO CIVILIAN MEDICAL/HEALTH WOKK

The Prima Facie Case For Transference

This study has proceeded from the premise that there
is a prima facie expectation that most military medical men
released from the services would find it to their advantage
to transfer to medical/health work, and that it would be to
the advantage of the country if they did so. The expecta-
tion rests on a number of demonstrable propositions:

. There is a close paralleling of func-
tions, occupations, and conditions be~
tween military and civilian medical/
health services

. The gaality of training and experience
in militlary medical service equips men
to perform the work of the civilian
medical/health system

. The quality of the paramedical per-
sonnel currently released by the
Armed Forces is at least as good as
the quality of their counterparts in
the civilian medical/health system

. The flow of military paramedical per-
sonnel being released by the services
is a significant supply of labor, and
the expansion of the c¢ivilian medical/
health system is generating a strong
demand

. Much of the supply and the demand
cmanates from the same points around
the country, and thus facilitates ex-
change.
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The Conditions Prarequisite to Transfer

Though there are Erima facie reasons why military para-
medical men should transfer to civilian medical/health work
after their release, there are certain preconditions to trans-
fer on a large scale.

-

There must be a system of market information
and market mechanisms. Although there are
widespread employment opportunities in occupa-
tions for which military paramedical service
is qualifying, the men need to know where

these jobs are and how to find them. By the
same token, civilian employees need to know
where the men are, what their military train-
ing and 2xperience have been, and what civilian
accupations they are competent to fill.

The specifications of the supply and the
specifications of the demand must be matched.
The capabilities of the men must be compared
with the qualifications required for employ-
ment.

To the extent that the supply does not meet

the specifications of the demand with regard

to formal qualifications, functional capabilities,
or geographic availability, the supply and/or
demand may require modifications to maximize
transfer.

The supply price and the demand price must
tend to converge. 1If the supply price is too
high, prospective employers will find it more
economic to tap alternative sources of supply
even though training costs may be higher. If
the demand price is too low, the men will find
it profitable to seek alternative employment,
even though they forfeit the advantages of
their paramedical experience.

Other conditions of employment must be met,
nutably those having to do with type of assign-
ment, career prospects, training opportunities,
status, hours of work, fringe benefits, and/or
congeniality of work.
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The Saurvey

Enlisted men with military medical occupational
specialties were surveyed during the latter half of 1968
and the first part of 1969. Army, Navy and Air Force men
located within the continental United States were interview-
ed by telephone. Aamong the 1,238 respondents were men on
active duty due to be released shortly, as well as men who
had been discharged 2 to 3 years earlimi. Within the groups
of inservice and out-of-service men, a further distinction
was made between men with only one tour of duty, noncareer-
ists, and men with 18 or mor: years' service, careerists.
Thus, 12 subsamples, containing approximately 100 men, were
included in the survey [34].°

A precoded, open-ended questionnaire was designed
after extensive pretesting. Among the subject areas inclad-
ed were preservice career inrterests and employment, military
experience, civilian labor force participation and career
plans, educational goals and achievements, and attitudes
toward medical/health work and the barriers to transfer to
civilian medical/health jobs.

Responses to several questions provided the basis
for classifying respondents as transferees or nontransferees.
Men still in service were asked:

. What are your plans, that is, what is
the first thing you plan to do after
your discharge...do you plan to work,
return to school, or study or what?

- In what kind of business, industry,
or profession do you plan to work
(immediately after discharge or after
You complete your schooling)?

+ Will you work for someone or be self-
employed?

. Where do you think you will work after
your discharge...will it be in a hos-
pital, a clinic, a pharmacy, a nursing
home, a private laboratory, an indus-
trial plant, a private office, or what?

- What do you think your job role will be?
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. As far as you know now, do you think
you will make this job your career
or not?

- What are your plans for your career?

A comparable series of questions were asked of men
who were out of service. 1In addition to questions about
their present job or studies, information about other jobs
and schooling since their discharge was obtained.

For purposes of this study, men are considered trans-
ferees if they (1) work or plan to work in the medical/
health field, (2) are full-time students or plan to be full-
time students in the medical/health field, or (3) are in-
definite about immediate future plans, but know that their
careers will be in the medical/health field.

All other respondents are classified as nontransfer-
ees. This group includes all men working in jobs outside
of the medical health field as well as full-time students
in nonmedical subject areas.

For the small number who are working in one field
but c¢crossing over to study in another area, the decision
factor is their role in the labor force: if their work is
in medical/health, they are transferees; if their work is
not in medical/health, they are nontransferees.

Transfer Expectations and Experience

Only about two-fifths of the career military medical
enlisted men and only about one-fifth of the noncareer men
separated 2 to 3 years earlier were engaged in medical or
health activities (see table 8). These proportions did not
differ significantly among the three services. Considering
the guality of the men and their training and the chronic
shortage of paramedical personnel reported by civilian
health agencies, the rate of transfer of military paramedi-
cal specialists is surprisingly low. This is especially
true of men with careers of 18 years or more of military
medical experience.
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Table 8. Distribution of Inservice and Out-of-Service Respon-
dents, by Career Status, Military Service and Transference,
1968-69

(in percent)

Career status and Total Transference
military service Transfereed’ Nontransfereeb’
Inservice
All careerists</.. 100.0 60.0 40.0
ArMY ¢ co coeocannaa 100.0 57.8 42 .2
l‘avy............. 100.0 60.9 39.1
Air FOXCe.eceanseo'ns 100.0 61.0 39.0
All noncarecer-
istsS/. . iieennnn. 100.0 51.9 48.1
Amy............. 100.0 50.5 49.5
:xavy ...... ® & e T 8 0 e loo.o 59.0 41.0
Alr FOrcCe..eeeees 100.0 53.0 47.0
Out-of-service
All careeristsE{.. 100.0 40.4 59.6
Army ..... ® * & 0 0 & 0 0 loo.o 42.2 57.8
Navy.eceeeoeoeansne 100.0 43.8 56.2
Alr FOrCC.veeceses 100.0 36.0 64.0
All noncareer-
istsS/ i iinnennnnn 100.0 22.9 77.1
Amy............. 100.0 22'0 78.0
Navy.l'.......... loo.o 22.6 77.4
Air ForCQ......Q. 100.0 28.0 72.0

a/ Transferees are out-of-service men working, or inservice
men planning to work, part time or full time in the medical/
health field. This category also includes men who are study-
ing or pla.ning to study full time in the medical/health field.
g/ Nontransferees are those working or planning to work in
jobs outside the medical/health field. Full-time students or
- those planning to study full time in subject areas other than
medical/health are nontransferces.
¢/ Weighted by numter separated by the respective service,
and by number of respondents in each sample subgroup. See ap-
pendix VI.
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The frequency of transfer observed was distinctly
lower than the frequency with which men about to be separat-
ed planned to engage in civilian medical/health activities.
Given their perceptions of opportunities, prerequisites,
work, and working conditions in civilian medical/healith em-
pbloyment, three-fifths of the careerists and just over half
of the noncareerists responded that they planned to enter
the civilian medical/health field after being separated from
the service. The difference between the frequency of those
who planned to transfer and those who did, when projected
onto the estimated numbers of annual separations (in the
neighborhood of 30,000), implies that something like 8,500
men who are experienced in medical/health work and look for-
ward to pursuing it in civilian life are somehow lost bet-.cen
the intent and the fact. This is a serious loss, consider-
ing the shortages in civilian health occupations. On the
basis of our sampled population, we can infer that perhaps
600 of these would be men who had served 6 years or more
(most of them more) and who, with a minimum of training,
would presumably be able to qualify to perform fairly high-
level subprofessional work. Something under 8,000 men would
have served single terms of 2, 3, or 4 vears, and could
qualify for lower level work-cum-trainang for careers in the
medical/health field.

Differences among the services in recruitment, train-
ing and deployment of medical personnel notwithstanding, no
significant interservice differences in the frequency of
transfer or plans to transfer to the civilian medical/health
field were observed.,

Inferences drawn from differing responses of out-of-
service and inservice personnel must take account of the
fact that they are not drawn from the same or even exactly
comparable populations. The out-of-service men were separat-
ed from the services ii. 1965-66; the inservice men were
scheduled for release in 1968 or 1969. Changes in the rates
and modes of recruitment and release to which they were sub-
ject are reflected in differences in the characteristics of
the two cohorts, especially among the noncareerists. The
inservice men were about 4 years younger than the out-of-
service men, with median ages of 40 for careerists and 22
for noncareerists, compared to out-of-service medians of 44
and 26. The inservice men were also better educated: 37
percent of careerists and 61 percent of noncareerists were
educated beyond the high school level, compared to 29 per-
cent and 45 percent in the out-of-service group. Among the
careerists, 61 percent of the inservice men recorded pri-
mary military assignments in direct patient care, compared
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to 54 percent for out-of-service men; among noncareer men,
the difference was 69 percent compared to 82 percent.

No: +ly was the "supply" of men leaving the service
somewhat dirferent between the 1965-~66 and 1968~69 periods,
but demand in the civilian medical/health field also had
changed. The shortage had become, if not more acute, more
clamorous, and in some instances hiring requirements were
modified in ways that might make it easier for newly dis-
charged veterans to qualify. Where men in service could not
be induced to reenlist, transfer to civilian medical/health
work was encouraged and facilitated. Other things being
equal, the rate of transfer among men separated in the late
1960s and early 1970s could be expected to be higher than it
was among the men separated in the mid-1960s, but we have

no.data on the out-of-service experience of these men.
4 .

In view of the limitations on comparability of inser-
vice and out-of-service men, we have estimated the "loss" of
potential transfers alternatively by comparing the observed
transfer rate of out-of-service men with the attitudes and
experiences of these men since their separation. More than
80 percent of the career men separated in 1965-66 had con-
sidered entering the medical/health field, and more than 50
percent actually worked in the field at some time after
being separated. We may surmise that, given the demand in
those years, the proportion who considered transfer is a
measure of the maximum number that would be available under
conditions in which they could use their capabilities fully
and be compensated competitively with other employments.
This suggests that the maximum transfer rate would be of
the order of 80 percent of careerists, or the equivalent
of perhaps 1,500 men annually in the early 1970s. This is
about twice the rate of actual transfers, and implies a loss
of about 800. By the same reckoning, a maximum transfer
rate.of just over two-thirds of the noncareerists, applied
to the expected separations in the next several years, would
yield about 19,000 transfers a year of men with basic mili-
tary medical training and one term of military medical ser-
vice. This is about three times the rate of observed non-
careerist transfers, implying a "loss" of about 13,000.

Both the planned and observed rates of transfer were
distinctly lower among men whose primary military medical/
dental assignments had been in direct patient care than
among those whose military assignments had been predominant-
ly in indirect care, that is, technical work in laboratories
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or supportive services. About two~thirds of inservice men
primarily experienced in indirect care planned to enter the
cirrilian medical/health field, compared to about a half of
those whose primary assignments were in direct patient care.
Among out-of-service personnel, the differences were even
greater: the transfer rate was about 45 percent for out-of~
service careerists and noncareerists experienced primarily
in indirect care, but about 33 percent among careerists and
less than 20 percent of noncareerists experienced primarily
in direct care. The noncareerist-direct care classification
was by far the largest cohort in the military medical/dental
population, and the low rate of transfer among them is re-
flected in the low rate among noncareerists generally. We
may surmise that the kinds of civilian jobs in direct patient
care available to men with comparatively brief medical ex-
Perience are often not attractive to well-educated young men
in a labor market which offers many alternatives. The care-
erists, on the other hand, are not only more experienced and
better equipped for a wider choice of civilian medical occu-
pations, but being older and less well educated, may have
fewer options in other fields.

Comparison of the occupational choices of inservice
men who planned to transfer to civilian medical/health work
with the occupations reported by out-of-service men who did
reveals a good deal of realistic planning (see table 9).
Among the inservice careerists planning to transfer, a third
looked forward to working in paramedical occupations (e.g.,
as technicians, laboratory assistants, and other occupations
in indirect patient care), and nearly half of the out-of-
service men who transferred were found to be working in such
occupations., Fewer than a fifth planned to work in nursing
occupations, and fewer than a fifth did so. About a fifth
planned to work in administrative jobs; about a tenth did so.
Among the noncareerists, paramedical occupations other than
nursing were the choice of about three-fifths of both inser-
vice men planning to transfer and the out-of-service men who
were working or studying in medical/health fields. Very few
either planned to enter nursing or did so. A few inservice
personnel planned to pursue professional careers as physicians
or dentists, and a few out-of-service personnel reported that
they were doing so.

Almost all (80 to 95 percent) of men who transferred
(or planned to transfer) to civilian medical/health work
believed that there were civilian jobs similar to those in
which they had worked. Two-thirds or more of the men who
pursued other employment also recognized these simiiarities,
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but the transfer rates for all classes were higher among
those who recognized the similarities than among those who
did not (see table 10).

The perception of similarities extended over a wide
range of civilian facilities (hospitals, pharmacies, nursing
homes, laboratories, doctors' and dentists' offices, etc.),
influenced, of course, by the specialization of the men tnem~
selves, But overwhelmingly, the most frequently recognized
similarities were those between the military hospital and
clinic and their civilian counterparts. There also are areas
where the civilian paramedical manpower shortages are most
felt, and where most veterans of services' medical depart-
ments would be expected to flow. As we shall see, the care-
erists who transfer do in fact most often work in hospitals,
but the noncareerists, who have more difficulty meeting the
formal qualifications, more often end up working in private
facilities.

Thus both careerists and noncareerists contemplating
civilian medical/health work tended to think primarily of
hospitals as places of employment. This was less true of
Navy than of Army and Air Force men, but even among Navy men
half of those in the service and planning to enter civilian
medical/health work expected to work in hospitals or clinics.
Among Army and Air Fe-ce men in sexvice, the proportion
ranged from two-~thirds to three-quarters. No other pProspec-
tive places of employment entered into the plans of more than
a tenth of the inservice men.

Table 11 is included to suggest the range of possible
employment, even though the small numbers do not permit de-
tailed comparisons of plans of men in the service with the
experience of men after 2 or 3 years in the labor market.
lievertheless, several conclusions seem possible. The Army
and Air Force careerists did find employment predominantly
in hospitals, to an extent even greater than they contem-
plated, reflecting their long training and rich experience,
and the voracious manpower demands of hospitals. (This was
also true of out-of-service noncareerists from the Air Force,
but not from the Army.) Navy men out of the service, both
carcerists and noncareerists, were found scattered more
widely through a variety of jobs, with almost as many in
private laboratories as in hospitals and clinics. Whether
this represents a difference between the Navy and the other
services in the quality or variety of experience, employers'
preferences or recruituaent efforts, or special placement
cefforts, we do not know; hence, we can infer nothing about
its possible application to the other scrvices.
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Characteristics of Transferees
and Nontransfereces

The median age of the men who transferred did not dif-
fer meaningfully from the age of those who did not. The in-
service careerists were about 40; out-of-service careerists
were, of course, a few years older. The inservice noncareer-
ists were in their early 20s; out-of-service noncareerists
were in their late 20s.

Table 12. Median Age of Mi.itary Medical Personnel

Careerists Noncareerists

kespondents Inservice|Out-of- Insexvice |Out-of-
service service

Transferees... 40.8 43.7 22.2 27.8
Nontransferees. 39.2 43.9 21.1 26.8

Neither were there significant differences with
respect to expected labor market behavior between transfer-
ees and nontransferees on the basis of numbers of dependents.
The (younger) noncareerists had almost none. The careerists
had two or three -- the inservice men more than those out of
the service.

-

f&."

Table 13. Median Number of Dependents of Separated
Military Medical Personnel

Inservice OQut-of-service
Respondents Air Air
Army | Navy Force Army | Navy Force
Careerists
Transferees.... 3.2 2.9 2.8 2.2 2.7 2.7
Nontransferees. 3.0 3.3 2.5 2.2 2.6 2.6
Noncareerists
Transferees.... a/ a/ a/ 0.5 0.2 0.6
Nontransferees. a/ a/ a/ 0.2 0.4 0.5

a/ More than 50 percent with no dependents.
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With regard to the years of education completed at the
time of separation, the proportion of those college~-trained
was somewhat higher among out-of-service careerists who had
transferred, and among inservice careerists who planned to
transfer to medical/health occupations, than among those who
did not (table 14). Among noncareerists, the differences
were much more marked. Of men still in the sexvice, more
than half were college-trained (with 13 to 16 years of educa-
tion), and a sixth of those who planned to transfer to
medical/health fields had post-graduate training. Of those
out of the service, nearly 60 percent of those who had
transferred were college-trained and 7 perxcent had post-
graduate training, compared to 39 percent college-trained
and none with postgraduate training among those who had
entered other fields. The high transferee levels of educa-
tion mainly. reflected the characteristics of the Army non-~
careerists conscripted after student deferments, especially
after the mid-1960s, who by selection or choice entered
medical occupational specialties. These represent an
unusually rich source of civilian medical/health personnel
if they can be induced to enter the field and if they can
be provided opportunities for training, employment, and ad-
vancement commensurate with their education.

A majority of men wishing to pursue civilian medical/
health occupations indicated a willingness to move to another
geographical area if necessary to find employment in this
field. This was true of careerists and noncareerist, those
in service and those already separated, in all three ser-
vices -- except for Army out-of-service careerists. 1In al-
most every category, the transferees indicated a greater de-
gree of mobility, by a substantial margin, than those who
planned to follow careers in fields other than medicine or
health. Among inservice noncareerists, upwards of 66 percent
of those planning to enter medical/health employment said
they were willing to move in search of it. For the other
groups of prospective or actual transferees, the average was
nearly 60 percent. The willingness to move among those who
planned or entered employment in other fields averaged about
30 percent (see table 15).

Noncareerists, especially those from the Army, tended
toward return to their preservice communities for employment.
The tendency was less marked among those who transferred
to medical/health work or planned to -- another indication
of their mobility in pursuit of their chosen field. On the
other hand, careerists, because of their greater length of
service, were very much less attached to their preservice
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Table 15. Willingness of Military Medical Personnel to Move
to Get a Job

. (in percent)

Respondents Inservice Qut~of-service
CareeristS.ecececccecs 47.8 40.2
TransfereeS.ceeecee. 58.3 57.9
Nontransferees.... 31.5 28.1
NoncareeristSeeeceee 63.8 39.5
rransfereS.ececees 73.6 58.2
Nontransferees.... 53.1 34.0

communities, either in prospect or in fact. Not much more
than a third of them expressed such an attachment, indicat-
ing a very high degree of mobility. The differences between
careerists and noncareerists are also consistent with their
common declared preferences for locations in metropolitan
areas, since men in service 18 years or more are less likely
than one-termers to have metropolitan origins.

Table 16. Preferences of Military Medical Personnel for
Preservice Location

(in percent)

Respondents Inservice Out-of-service
CareeristSeceeceeces 28.3 35.5
TransfereeS.cceecee. 31.0 33.4
Nontransferees.... 24.1 36.9
NoncareeristS..ceecee. 67.7 67.7
TransfereeS.ceceecee 63.4 54.1
Nontransferees.... 72.4 71.7

As it happens, all classes expressed a strong prefer-
ence for civilian job locations in metropolitan areas. The
preferences ranged from 60 to 78 percent: the rate was higher
for men who had entered or planned to enter civilian medical/
health work than those in other fields, and generally higher
among men out of the service than among men in the service.
Interservice differences were not consistent, except that
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the preference for metropolitan location seemed somewhat
less pronounced among Air Force respondents.

Table 17. Preference of Military Medical Personnel for

Metropolitan Job Locations
(in percent)

Respondents Inservice Out-of-service
CareeristSecececcccases 65.6 70.9

TransfereeSeeececececss 69.0 77.1

Nontransferees...... 60.2 66.8
NoncareeristS.ceceeeeee 73.5 70.4

TransfereeS.ececececcees 72.7 78.2

Nontransferees...... 74.3 68.1

In their regional choices of location, the careerists
demonstrated the well-known preference of retired service-
men for the Sonth, with more than 40 rercent -- both incer-
vice and out-of-service -- indicatirg that they preferred
to locate there. For the Army and Navy men this meant main-
ly the South Atlantic region (which includes Florida), but
a sizable proportion of career Air Force men preferred the
West South Central region (which includes Texas). The dif-~
ferences between careerists pursuing medical/health employ~-
ment and those in other fields were not very marked, except
that among the men already out of service the transferees
showed a greater preference for the South, and the nontrans-
ferees a greater preference for the North (see table 18).

Among noncareerists, the regional choices represented
more nearly the pattern of population (and presumably,
origins), with about half preferring locations in the North
and 20 to 25 percent, locations in the South.

The West was the choice of akout 20 percent of the
men (the rate was somewhat higher for the Navy) -- the care-
erists because of its atiraction for retirement, the non-
careerists because so many come from there and because of
the West's growing opportunities.
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Table 18. Regional Prefercnces in Job Location of
Separated Military Medical Personnel

(in percent)

Inservice Out-of~service

Respondents
spon 8 |27 [we/ v/ |/ [ws/
CareeristS..cee... 25.4 42.4 21.0 32.3 42.5 22.8
2 Transferees..... 26.2 41.1 20.2 27.6 51.6 20.8
Nontransferees.. 24.0 44.4 22.2 35.4 36.4 24.1
NoncareeristS..... 50.6 23.7 18.3 51.7 22.1 20.5
Transferees..... 46.7 25.9 18.3 49.3 18.1 24.5
Nontransferees.. 54.8 21.2 18.4 52.5 23.3 19.4

. 8/ New England, Middle Atlantic, East North Central, west
North Central.

b/ South Atluntic, East South Central, West South Central.
¢/ Mountain, Pacific.

Medical/Health Careers ... or Not

The gap between potential and actual conversion of
military medical personnel to civilian medical/health activi-
ties is reflected in the difference between the frequency
with which conversion was considered by men about to leave
the service, and the frequency with which it was pursued
(see table 19). Among careerists in the sample, five out
of six reported that they had considered the possibility of
the transfer; about three out cf five of those still in the
service planned to transfer; about two out of five of those
two or three years out of the service had actually done so.
It is not surprising that so large a proportion of career
men should have considered the possibility, since their
careers had centered on this kind of work for 18 years or
more, and it represented their principal (perhaps sole) area
of vocational competence. What, then, explains the drop-off
of about half between transfer in contemplation and transfer
in fact?

As seen through the eyes of the men themselves, the
principal barriers to their transference derive from diffi-
culties in meeting the formal standards of hiring in civilian
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Table 19. Difference Between Proportion of Military
Medical Personnel Who Considered Medical/Health
Work and Who Did or Plan to Transfer

o~

(in percent)

Respondents Insexvice Out-of-service
Careerists: .

Cconsidered..ceceene 86.9 82.7

Transfer‘..OOQQQ.Q. 60‘0 40.4
Noncareerists:

Considered..cececee 81.6 68.9

Transfer..cceeceees 51.9 22.9

medical/health employment (see table 20). Although these
are men with extensive training and 18 years or more of
experience, and who were measuring themselves against re-
quirements for sunprofe551onal occupations, many of those
both still in the service and several years out saw them-
selves unable to meet the educational requirements and other
formal requirements of employment suitable to their age,
experience, and capabilities. The next most important bar-
riex was what they considered low pay. To the inservice
careerists who planned to transfer, the hiring standards
seemed more formidable; but the out-of-service careerists,
after testing the labor market, complained more about the
low pay. Of course, both kinds of barriers were cited much
more frequently by men who did not transfer, and had no plans
to transfer, than by those who dic¢i. Many other obstacles to
transference that mlght be hypothesized (e.g., working con-
dltlons. difficulties in locating jobs, the predominance of
women in nursing occupations) appear to have been perceived
as relatively minor problems by these careerists.

The attitudes and perceptions of the noncareerists
are quite different. Among noncareerists in service, as
many as four in five men considered the prospect of a
civilian job in the medical/health field, but only one in
two continued to plan to enter the field as they neared
military separation. Somewhat fewer noncareerists who had
been out of service several years -- seven out of ten --
reported considering medical/health work, but the number
who actually were working in the health service industry
dropped to less than one in four. Why did so many
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noncareerists reconsider and alter their plans concerning
civilian medical/health work?

With their limited experience, they (correctly) see
hiring standards as a major barrier, affecting half of them
or more. It is not surprising that, on the average, fewer
noncareerists than their careerist counterparts considered
pursuing civilian medical/health work or planned to enter it,
and only about half as many, proportionately, did. The
problems cited by those out of the service who entered the
field validated the perceptions of inservice men with respect
to the effects of hiring standards, which seem to be quite
as formidable in fact as in prospect. In spite of their
higher educational attainments, they saw the education re-
gquirements for medical/health work (and the costs of overcom-
ing them) as an even greater barrier than did the career
men -- perhaps pecause they had less experience to offer as
an offset -~ and of course, felt more keenly the limitations
of their military medical experience. On the other hand,
being younger and having fewer dependents, they were some-
wvhat less discouraged by the pay levels. (Note, however,
that the out-of-service noncareerists who had not transfer-
red, and who presumably were employvyed in fields other than
medical/health, cited low pay as a reason for not entering
medical/health work more than twice as often as those in the
service or out of the service working in medical/health em-
ployment.)

Only a small minority of the men in any class cited
the lack of knowledge of where medical/health jobs were
available as a barrier, but the frequency was three or more
times as high among men in the service as among men who
were alrzady out.

Once having decided that the obstacles to transfer
could be overcome, :he men who transferred or planned to
transfer were more compitted to their choices than men who
chose other fields of employment (see table 21). Among the
men in the service planning to transfer to medical/health
work, about 90 percent planned medical/health careers:
ncnt.ransferee commitment to other careers was of the order
of 75 to 80 percent. (In addition, an appreciable propor-
tion of men planning Lo work or working in other fields
indicated that they had decided on medical/health careers.)
Among the out~of~-service transferees, the frequency of
commitment was equally high, and the differences between
transferees and those in other fields equally marked.



74.

e

*sxead ¢ 03 gz 32TAIdS 3Y3z 3O N0 \w
‘pajexedas aq 03 jnoqy /e

zz 11 A ST 6 71 9 L ***°*asuodsax ou
pue mouy 3,uocqg
qw ow Nm Qm mw Nw Nm om Occccoccccoouwﬁo
v.ﬂ m ¢ w m a.ﬂ N.ﬂ m.ﬂ 0000000000“0&“&”
y3ITeay/1edIpan
00t 00T 001 00T 00T 001 001 00T **°°savx3ISURIJUON
- (2% 1 -— b 8 S v S *+s++3suodsax ou
pue souy 3j,uocq
mN * mm ﬂH dH °H m m QQ'.........Hmﬁo
89 €8 16 98 18 98 88 L8 feeeceeccz99IRD
YyITeay/TedTpaun
00T 001 00T 00T 001 00T 001 001 *ett*°°°ssaaajsuea]
$81STIDIILDOUON
9T . A LT ST 8T 174 62 ze ¢ - asucdsax ou
pue mouy 3j,uoq
€L Z8 6L LL 08 9L £3 gL A L T
.H.H @ Q m M * N m cOccoQa.‘cchdeu
ytesy/TeoTpsy
00T 00T not 00t 00T 00T 00T 001 °*®°°°sS9vx3JSURIIUON
9 8 L L q £ 14 4 *ecs*35u0dsax ou
LR Mouy 3 ,uog
- - L 4 4 £ Z 'A *e°°°3pTaTY IO
b6 c6 98 c6 £6 14 v6 be R £~ T3 L5
YITeay/1edTpsn
00T 001 00T 00T 00T 001 00T 001 et *saxaazsueay,
:S3STI9931R)
30103 ITVY Aaen |° Auxy | Teiog 3233103 ITVY Kaen fuxy | Ter0
suetd I931ER)
/q®2TAIDS-JO-3N0 /ed°oTaaasug
(3uasxad ur)
T3uuosIad AIeITTTW TLITIPaW JO sueyd IsaIed *1Z 21q9el




75.

Similar attachments are shown in the work history of
out-of-service medical military men. Two-thirds of the
careerists who were engaged in the medical/health field at
the time of the interview (2 to 3 years after separation)
had held no other job, and an additional 14 percent had held
other medical/health jobs; only 20 percent had worked in other
fields. On the other hand, only 10 percent of the men who
were not in the medical/health field at the time of interview
had worked in medical/health employment and then left it. Of
noncareerist transferees, nearly half had held no other jobs
and two-thirds had worked only in medical/health employment.
Only 8 percent of noncareerist nontransferees had previously
tried medicai/health work and switched to something else.

Table 22. Types of Civilian Jobse/ Held by Out-of-Service
Medical Military Personnel Since Their Separation

(in percent)

Respondents Total | Transferees?’/ | NontransfereesS’/
CareeristSecececcese 100.0 100.0 100.0
Had other jobs... 42.4 33.9 48.2
Medical/health
fieldeeenoennoe 12.0 14.2 10.5
Other fields.... 3V.4 19.7 37.7
Had no other job. 57.6 66.1 51.8
NoncareeristSeeceees 100.0 100.0 100.0
Had other jobs... 55.5 53.4 56.1
Medical/health
field.ceecooooe 11.1 21.5 8.0
Other field..... 44.3 31.8 48.0
Had no other job. 44.5 46.6 43.9

a/ Other than current job.

b/ Transferees were employed in medical/health job at time
of interview.

c/ Nontransferees were employed in other than medical/
health job at time of interview.

Moreover, considering that they were only 2 or 3
years out of the service, the transferees changed jobs at
a lower rate than would have beern expected of men newly
entered into the civilian labor force. More than three-~
fourths of the careerists who were working at medical/health
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jobs at the time of the interview had held the same job for
more than a year. More surprising, the job duration was al-
most as high among the younger noncareerists, though men in
these circumstances would normally experience a good deal of
turnover.

Table 23. Length of Time Employed in Present Medical/
Health Job by Out-of-Service Medical Military Per-
sonnel

(in percent)

Respondents Total | Army Navy | Air Force
Careerists:

All respondents.... 100.0 100.0 100.0 100.9

Less than 6 months. 7.0 7.1 7.7 6.1

6 months to .. year. 15.9 16.7 11.5 21.2

More than 1l year... 77.0 76.2 80.8 72.7
Noncareerists:

All respondents.... 100.0 100.0 100.0 100.0

Less than 6 months. 14.8 10.5 28. 16.0

6 montks to 1 year. 14,9 15.8 14.3 12.0

More than 1 year... 70.3 73.7 57.1 72.0

The Potential Supply

This is basically a study of the potential supply of
civilian medical/health personnel which might accrue from
the separation of trained paramedical specialists from the
Armed Forces. The men in our study are basically of two
kinds: careerists retired after upwards of 18 years of ser-
vice, and noncareerists separated after one term of service
[35]. The careerists represent a sizable corps (1,500-
2,000 men a year) ol highly trained and richly experienced
paramedical personnel, turning 40, with a career investment
in medical work including patient care, and often, capabil-
ity in some medical specialty or in medical administration.
The noncareerists are very much more numerous (nearly
30,000 a year), young (21 or 22 at time of separation), and
well educated, but have less medical training and experience,
and a wide choice of careers ahead of them.

ERIC

Full Tt Provided by ERIC.
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Careerists

Glven the growing needs of the civilian medical/health
services and the widespread shortages reported, there would
be a prima facie expectation that most of the careerists
would enter medical/health work in capacities similar to
those in which they served in the military. The demand is
strong and widespread, and the careerists have, if anything,
superior capabilities derived from long training and exper-
ience in medical service of high standards. They have an
expressed mobility, a willingness to acquire additional edu-
cation and training, and an (almost unanimous) interest in
medical/health work. At the point of separation three-~fifths
of them expressed their interest in plans to enter this work,
but of those several yYears out of service, only two-fifths
actually did transfer. Moreover, the rates of transfer were
lower among those whose primary military experience was in
direct patient care (in which the civilian needs are acute)
than among those experienced in techrical or supporting ser-

vices, and nearly half of those who transferred entered these
services,

4S a potential supply of medical/health manpower, the
careerists who transferred did not differ very much from those
who did not. They were a little better educated, rather more
willing to move in search of their chosen work, and on the
average rather more demanding in the earnings they would ac-
cept. But there is nothing in the study to suggest that the
character or quality o the supply was responsible for the
relatively low rates of transfer. On the contrary, as the
men themselves perceived, the obstacles arise from the demand
side, mainly the formal education and training requirements,
the minimal credit for military training and experience given
by civilian authorities, and the relatively low pay.

Noncareerists

The case of the noncareer men is quite different. oOn
one hand, their medical capabilities are distinctly more
limited; on the other hand, they are on the threshold of
their careers and therefore vocationally more footloose.
These chzaracteristics do not diminish their long-term value
as a poctential supply of civilian medical/health manpower
but, rather, suggest the terms on which they might be avail-
able. Their exceptionally high levels of education and
willingness to acquire additional schooling (especially
higher amonc¢ those who tra..sferred) should make them attrac-
tive to the medical/health system. Their interest in trans-
ferring (expressed in their "consideration" of medical/health
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work) is high at the point o: separation. The severe attri-
tion bhetween considering and planning, and between planning
and txxu:ferring, derives not so much from their (realistic)
perception of formal requirements to be satisfied as from the
recognition that the system does not provide the transitional
mechanisms and the structured combinations of work, training,
study, and advancement that make a career. Here again, it

is not the interest, quality, or availability of the supply
that is the constraining factor, but the limited flexibility
of civilian medical/neaith demand in meeting the minimum con-
ditions to attract more of these young men if it wants them.
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1IV. SLRVICE EXPERIENCE

Introduction

The men interviewed varied according to service branch,
lenath of service, specific military Occupation, type of duty
tour, and other factors determined by their experience in the
military. As alread noted, the actual rate of transference
for the out-of-service groups is lower than the Planned rate
Oof transference for those still in the service. This led to
an cxXaminaticn of military paramedical duty in order to deter-
mine the factors causing this discrepancy.

The Career Decision

Whether conscripted, enlisted, or induced to enlist
by the threat of conscription, every man who enters the ger-
vVice has the option of either continuing in the military
after his initial obligation has been fulfilled, or returning
“0 civilian life. The initial term of ocbligated service
varies from 2 years for Army draftees, to 4 years for Navy
and Air Forre recruits. The serviceman may elect to "re-up"
for another :err any time during this period. He also has
the option to ".xtend" his tour for a shorter period -- for
éxample, to meet the minimum obligated service requirements
for a particular course. The military services, for reasons
of internal efficiency, offer inducements to the servicemen
in order to get them to reenlist. Among these inducements
15 the Variable Reenlistment Bonus, most often given to
those who hold skill classifications which are in short
supply,

The noncarcerists in the sample obviously felt that
tne alternatives available in civilijan life were preferable
to the prospect of continuing ir. the military [36]. The

™
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overwhelming majority said they had never considered the
military as a carcer, viewing their initial tour as merely

A break in civilian life (see table I-5, appendix I). The
proportion of those either in or out of the service who con-
Sidered a military carcer was highest in the Air Force (which
stresses career potential in 1ts recruiting). Of :those, re-
garaless of service branch, who did consider a military
carcer, most decided against it more than 6 months prior to
their date of discharge [37].

A surprisingly small percentage of the carecrists had
decided upon a military career prior to their initial enlist-
ment. Most entered the service uncertain about their career
plans, and reached their decision only after considerable
exXposure to nilitary medicine (see table I-6). This decision
is inportant because i1t involved a commitment not only to a
military carecr, but tu a paramedical career. In both the
inservice and out-of-service groups, one out of three did
not make this carcer decision until after the initial obli-
gated tour was completed. The careerists in the survey have
thus opted for 18 years or more of paramedical duty after
initial training and work in the fieid.

The Primary !iilitary Assigument

—— e m——

Each individual in the sample was questioned w.th re-
gqard to as many as three possible duty assignments: his last
assignment (curreni, for the inservice samples) , and the two
prior to that. For many of the noncareerists, only one or
two jobs had been held {38). All the carecerists had served
in three (or more) duty assignments.

In order to assesc the attitudes and experiences of
the servicemen accuratel:, it was necessary to develop a
procedure for analvzing the multitude of responscs whaich
would result from survey interviews. Military rotation pro-
cedures dictate that a man usually serves in various loca-
tions at home and abroad and, depending upon his occujational
specialty, in various types of unics. Carecerists, especially,
were likely to have a great deal of exposure to differert
systems of medical care delivery. This problen was especial-
ly acute among the wavy carcerists, who faced constant ship-
to-shore rotation. It was therefore decided to concentratoe
the analysis upon a "prinary" duty assignment for cach indi-
vidual.
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for the noncareerists, the last (or current) duty
assignment was designated as the most important. For these
men with short miiitary tours, the last job held was most
likely to emphasize the utilizotionrn, not the acquisition, of
varamedical skills., ror the carcerists, the assignment which
had been held the lengest was designated as the primary one
{39]. This maximized the individual's exposure to the par-
ticulur skills and techniques employved on a job, while short-
er tours were most likely to be served outside a serviceman's
specialty. If two or more tours had the same duration, the
most recent was designated as primary.

None of the careerists held primary assignments less
than a vear; the averige was approximately 4 years. The rnon-
carcerists, with less total experience, show a shorter dura-
tion of duty on any particular assignment [40]. This is
true for the inservice as well as the out-of-service groups,
with the Navy having the shortest and Air Force the longest
average duration of primary duty (see table I-7).

As a result of the method used in choosing the pri-
mary assignment, this analysis centers on jobs held within
the United S_ates. Furthermore, when the distinction as to
type of assignment is made between (1) large medical units
(where division of labor upder professional supervision pre-
domirates); (2) smaller medical units (where medical care is
supplied individually or with little chance for specializa-
tion): (3) indirect units f{which include laboratories, clini-
cal research); and (4) nonmedical units (which are primarily
administrative), we see that our observations tend to con-
centrate in the larger medical units (see table I-8). This
concentration occure because the majority of all militarv
personnel are assigned continental duty. Most of the tours
of duty outside the United States are of a relatively short
duratiorn; this is especially true of "hardship" duty, such
as isolated tours (radar sites) or combat duty. (The normal
Vietnam assignment is 12 months.)

Approximately half of those in the sample were assign-
¢d to hospitals as their primary duty. There is gscme inter-
service variation, with the Air Force having an above-averago
number at hospitals arnd the Mavy having less conceutration,
but the pattern is clear. The implication of this is that
most paramedical veterans have their longest expericnce in
facilities which are esséntially the same in the military
and civilian medical systems (see table I-9).



With respect to the specific occupational categories
of the veterans, it was necessary to construct a classifica-
- tion system of 10 occupational groups which would accommodate
the different methods of classification employed by the" three
services [41]. The distribution of the primary duty assign-
ments, which may deviate fron the official ratings,
that some interservice variation does exist (see table 1-10).
For the out- of-service care~rists, the Army has relatively
more ip the direct medical care cateqory. The Air Force in-
service noncareerists are the most likely to be dental per-
sonnel [4Z]. Noncareerists in both the inservice and out-of-
service groups tended to be more involved in nursing care
than technical or laboratory skills. At the same time, many
more careerists than noncareerists fell into the supportive
and administrative cateqgory.

However, the interesting aspect of the occupational
aistributicn, for purposes of this study, involved the dif-
ferances between those who transferred to civilian medical/
health jobs and those who did not. Because the 1L ~category
classification spread the sample too thin for an adequate
analysis of this difference, some of the cells were collaps-
ed 0 yield a four-part division of the sample:

. Direct (nursing and therapy) medical care

. Technical, laboratory and supportive medical care
. Direct dentul care .

- Dental laboratory supportive services.

This grouping was based on the occupationo. code of
the primary military assignment for each individual, and is
shown in table 24. To explore the relationship between oc-
cupational skills and rate of transference, the nercentage
rates cf transference for each of the fcur occupatiional
groups are shown in table 25.

We hypcthesized that those with direct pedical care
skills would encounter more barriers to¢ transfeience than
thuse in the labouratory fields, and thus would have a lower
rate of transfererce. This is marginally true for the out-
of-service carcer.sts 1n medical care (36 percent vs. 43
percent), and significantly so for all other groups. Unfor-
tunately, small sample size precludcs any definite statement
conterning the two dental groups, thouah ap.raren*tly the don-
tal laboratory specialists have a grnater rate of transfor-
ence. The size of the dental groups necessitated a further
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collapsing of our four-way classification into two occupa-
tional groups: Direct care (parts 1 and 3), and technical/
laboratory support (parts 2 and 4).

This method of division was validated by breaking
down the problems the men cited as hindering transference
and the changes in both civilian and military procedures
they suggested to facilitate crossover. The two direct care
categories behaved much more alike than did those of other
possible (i.e., all dental) combinations. For this reason,
further analysis of service experience was conducted using
the two-way classification, even though combining medical
and dental personnel within one occupational group is not
traditionally done.

Attitudes and Experiences of the
~Military Paramedic

The first question which we analyzed using our two-
way occupational breakdown was, "What did vou like about
your (primary) assignment?" {see table I-1l.). uwo responses
in particular -- "Skills needed/type of work” and "Interest-
ing work" -- are predominant. First, as might be expected,
more transferees than nontransferees gave these responses.
<lore interestingly, those in the technical/laboratory oczu-
pational group cited these more than all other groups. This
tendency was most pronounced among both inservice and out-
of-service careerist transferees, which may provide a clue
to the difference in transference betwecen the direct and
indirect care personnel. It is often noted that nursing
carc jobs have little room for career advancement. Skills,
once acquired, are applied with little variation. In the
technical and laboratory fields this is apparently not so.
These military paramedics liked the challenge of applying
their skills even after 18 or more years in the field, and
were apparently willing to continue after discharge. Among
all the nontransferees the technical/laboratory men often
gave these two responses "type of work" and "interesting
work" though the difference over the direct care personnel
is not as great. Direct care personnel, especially trans-
ferres, often responded that they "Liked helping sick
people." And more noncareerists than careerists, particu-
larly the transferees, indicated that acguiring a skill ard
learning a trade was, in their view, one of the vavorable
aspects of their military assignment.
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Although the analysis of the likes of pacamecical
personnel shows that it is the challenging technical nature
of certain jobs which relates to transference, little can be
inferred from their dislikes. Most often, the response was
"Nothing disliked" when asked what they disliked about their
duties. About two-thirds of the careerists had no unfavor-
abl~ comments to make about their military assignment (see
table I-12). The noncareerists were generally less satisfi-
ed with their assignments while one-thrird of this group werc
uncritical. Slightly over a fourth of those both in the ser-
vice and out cited a dislike for the military aspects of
their job. About 10 percent of inservice noncareerists, and
18 percent of out-of-service noncareerists, also cited a
dislike of the working conditions (hours/shifts).

In general, those dislikes which were cited by both
career ists end noncareerists followed no discernible pattern.
iransferees disliked the same aspects as nontransferees, and
no pattern of differences emergel between those with direct
care skills and their technical/laboratory counternarts.

The respondents cited many more likes than dislikes

of their primary duties. Only 1 or 2 percent said they dis-
liked everything about their duties. Thus, the respondants
generally had no great distaste for paramedical work. In
fact, it appears that many more came to enjoy certain aspccts
of this field because of their exposure to it in the military.
1f this is so, then work experienze as a military paramedic
stiould affect the veteran's plans for post~-discharge careers.

The respondents were asked whether the military did
influence their plans, but the answers were somewhat ambigu-
ous {(sce table 26). There were no differences between com-
parable inservice and out-of-service groups, and only the
expected differences between careerists and noncareerists,
and transferees and nontransferees, with mere careerists
and transfececes saying the service influenced their plans.
The nontransferees' response that the militacy did influ-
ence their career plans implies a negative affect since they
did not choose to continue in the medical/. ealth field after
discharge.

For those wio do transfer to the civilian medical/
healti ficld, the timing of the decision to do so is illu-
minating. Only 8 percent of the carecrists had a commitment
to a medical/health career prior to enlistment. However,



Table 26. Respondents' Evaluation of the Influence of
Military Work Experience Upon Career Plans
" After Dischargc

(in percent)

Don't No

Respondents Total Yes No krow response

Careerists:

Inservice..eeeeee.. 100.0 58.0 34.4 7.2 .4
Transferees,..... 100.0 81.4 10.4 7.7 .
Nontransferees... 100.0 23.0 70.5 6.5 -

Out-of-service..... ' 100.0 56.4 42.2 0.4 2.0
Transferees...... 100.0 87.0 12.2 - 0.8
Nontransferees... 100.2 35.7 62.6 0.7 3.0

Noncareerists:

Inservice.eeeeeen., 100.0 37.5 46.3 7.1 9.1
Transferees......" 100.0 57.0 27.1 6.8 9.1
Nontransferees... 100.0 16.4 67.1 7.4 9.1

Out-of-service..... 100.0 33.0 66.3 0.7 -
Transferees...... 100.0 73.5 26.5 - -

dontransferees... 100.0 21.0 78.6 1.0 -
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half of tie inservice noncareerists, and almost a third of
. the out-o’-service noncarcerists, responded that they had
' decided uson a health carcer before entering the military.
The rema.iader chose medical/health occupations only after

exposure to this field in the military.

Table 27. Timing of the Decision In Favor of a Medical/
Heaith Career
(in percent)
Inservice Qut-of-service
Timing
Career- Non- Careexr- Non~
ists |careerxists ists careerists
All transferees...‘ 1006.0 100.0 100.0 100.0
Before service.. 8.2 50.2 7.1 32.4
While in ser-
ViCe.eeeeeeooann 91.8 49.8 66.8 29.2
After discharge. - - 26.1 35.4

The value of military paramedical training is under-
lined by the experiences of those out-of-service personnel
who took medical/health jobs. These men were asked whether
their service experience alone qualified them for their jobs,
or whether they needed to go to schoocl, have on-the-job train-
ing, or take other measures to become qualified:

Table 28. Respondents Qualified for Employment by

Service Experience
(in percent)

Direct care

Responder ts

Technical/laboratory
&

careerists....

Noncareerists.

a8 o5 ¢ 8 0 8

9l.6
55.8

93.1
70.4

While indicating the benefits which the veteran re-
ceives from his paramedicel training, these figures also
point up one of the problems involved in transferring

veterans to the civilian medical/health industry.

The
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carcverists in th's survey hase already conglcted at least 18
vears of serv..e. Theilr averasge age 1s over 40, They have
family responsikilities. A secund career after the mulitarxy
must be bkased on the akilitles ithey have already acquired.
Over 20 percent «f thoze who fouad medical!/health employment
were accepted "as is." niy 10 percent of thnse now employed
undertook a perind of schouiing or on-the-job training (usual-
ly at lower pay). What aboit those who could not or would

not undertake such a peried: It is of meb such as these that
the careerist nontransierese ¢rwoup is cowprised.

The noncareariscs have less to offer an employer in
the civilian maedical/health iadustry. but they are more dis-
posed to augment their abilrlliles. SGiven the existing short-~
age of nursing pecvsconnel. [t 15 somewhat surprising that 45
percent of the direch care ioncareerists were in fact requir-
ed to undertake additional uwraining. 'Two-thirds of this
group received formal education, while the remainder became
fully qualificd after o poeriod of on-the-job trairing. More
of the technical/laboratory personnel were accepted "as is"
from the militairy, 2 Yacl whicie partially explains the higher
rate of transfcreace of This grolp.  Those who sougnt a means
to gqualify feor employment i~ the cavilian medical/nealth
field tended to do so alacst exclusively through formal edu-
cation.

Despite the differcices in training and experience
tween the direct care and technicel/laboratory grours, they
both perceive appreoximately the sare problems in transferring
to civilian aedical/health jobs [43]. This is probably be-
ceuse they boith perceive the same demand for their services,
regardless of military specialty. The only siginificant dif-
ference was rthat more direct care nopcareeriszts felt they
were inadequotely trained than 4id those with technicel/
laboratory specialt .es. Thiz was espacrially £0 ameng the
nontransferees, who probably coupled this reaction with the
licensure ban on nursing caraers.

Attitudes and Experiences of the
Moonlighting Parameaical VYVeterans

Wnile on active duby, sowe of the men in the survoy
held part-time jobs in the civilian medical ov hearth field.
This "moonlighting” by a military varamedical worker is doul.-
ly significani: First, 1t gives 3an eyposuere to the civiiian
medical/health manpower markaet which would not otherwise oc-
cur uncil after discharge (if at all). The nilitary personnel
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who moonlight in medical/health jobs have occasion to work

. in civilian institutions, under civilian supervision, and
in compliance with all the techniczl and structural aspects
of the nonmilitary delivery of medical care. Second, moon-
lighting in such cases is actunally a form of occupational
transference. 1In civilian work, the military men utilize
the training received and skills acquired from the military.
he civilian sector is the recipient of spillover from the
military's cupply of medical manpower.

Moonlighting in civilian medical/health work was re-
po. d by almost 15 percent of the trespondents. The relative
numoer of moonlighters varics amcnuy groups. Approximately
20 percent of all air Furce respondents reported a part-time
medical/healtp jcb, while only 3 percent of the out-of-service
Army noncareerists had this experience.

Table 29. Proporiion of Medical/Health Moonlighters in
Survey by Branch cf Sarvaice

Weighted . .

Respondents tgtal Army } Navy | Air Force
Careerists:

InsService .o oc.cevee- 14.4 10.0 12.2 20.0

Out-of-service..... 14.5 9 19,0 15.0
Noncareerists: |

INServiClensuseeecens 18.7 14,1 20.0 22.0

Out"‘Of-SerViCC.... - :Ll-l 3 0 8.5 22.0

There are several explanations for this variance.
First, since the crisis in health manpower is growing, it
is to be expected that the inservice groups, renorting ex-
periences 3-4 years after the out-of-service respondents,
would face an increased demand for their skills. This is
reinforced in the noncarcer groups by the fact that the in-
service respondents wers older, with a presumably greater
need for supplemental income, and thus more likely to supply
their skills. Other factors influencing the rate of moon-
lighting include the commanding officexr's attitude toward
such activity and, most important, the availability of such
part-time jobs at various duly statiecns.
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The small absolute number of ohservations (182) on
these medical/health mconlighters precludes any analysis by
branch of service. cwever, merging the samples for the
three services, while retaining the dietinction between those
in the service and out of the servise and between careerists
and noncarcerists, perwiis examipabtion of the experiences of
those who did moonlight while in the military [44). This
four-way grouping shows the rates of moonlighting for each
group, as well as among transferees and nuntransferees.

Table 30. Pruportion of Mcdscal/Health Moonlighters in
Survey, by Militasy Statis, Carcer Status and

Transierence
o P T C - -
Civilian Qther
Respondantis Total medical/health | civilian
l field fields
Careerists:
Inservice.....e.... 4.4 16.4 ll.5
Out-~of-service..... 14.6 22.0 9.4
Noncareerists:
Inservice....vee... 18.8 26,7 9.4
Out-of~service..... 11.1 17.6 9,1

Moonlighting and postservice transierence to the
civilian medical/health field are positively correlated. 1In
absolute terms, more moonlighters are transferees than non-
transferees for all categories except the out-of-service
noncareerists. FEven in thiz group, however, the evidence
shows moonlighting and occupational transference to be posi-
tively related: only 9 percent of the noncareer out-of-
service men who were nontransferees had held part-time
civilian medical/icalth jobs while on active duty, but almost
18 percent of those who did transfer had held such jobs. The
relationship between moonlighting and “vansference can also
be scen by comparins the rate nf transference for the sample
as a whele with the ra! s for those who did and did not moon-
light in the medizal/health field.

Those who moonlight at melical/hcalth jobs while in
the service are more coften forna Lo transfor than cheir
counterparts who either do not have port-time 1obs or else
moonlight in some other (nonmedical) field. are rthose whe



92,

Table 3l. Respondents Who Transferred

""(in percent)

Inservice QCut~of~-service

Respondents — —
Career- Non- Career- Non-~

ists careerists ists careerists
All respondents®’/.. | 60.0 51.9 40.4 22.9
Medical/health

moonlighters.... 68.2 77.2 61l.7 38.2
All Others-...... 5806 49-0 37.3 . 2204

a/ Weighted to adjust for differences in population and
sample size among the three military services.

moonlight better prepared because of that experience to com-
plete transference upon discharge, or are those who intend
to transfer more disposed to moonlight while in the service?

Some clues can be gained by analyzing the preservice
interests and experiences of the medical moonlighters. Ap~
pendix table I-13 shows the career interests of the respon-
dents prior to their entry into active duty. For those
moonlighters still in the service =-- both careerists and
noncareerists ~- interest in a medical/health career prior
to thei: entry into active duty was higher among those who
intend to transfer than among nontransferees. This pattern
is reversed for the out-of-service groups, but here a compar-
ison of the moonlighters with the sample as a whole shows
moonlighters with a much greater interest in medical/health
careers than the average respondent (21.3 percent vs. 12.3
percent for careerists, 35.3 percent vs. 19.4 percent for
noncareeris‘s). Thus it is suspected that it is those who
wish to continue in the medical/health field who moonlight,
rather than there being a “"moonlighting-causes-transfer"
relationship.

This opinion is strengthened by an analysis of pre-
service employment (s.-¢ table I-14). Whether or not the
respondent had been employed prior to military service =- and,
if so, whether that employment was in the civilian medical/
health field -- is germane. The tendency is for more of the
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transferees thar noutransfecees ' have had prioxr medical
experiaence, again inficatlna 4 gavreelr commitment to the
medical/lhiealth freld, be it militory oxr civilian. Also,
when the dara POP(‘rhlnG PI\:CTVLp& enployment and postser-
vice activity dmovn m0unl aghtevrs nre compared to those for
the entirc sample, st 13 Touad that in every group the moon-
lighters had greatevr prior civilian experience in the field
than the average military paramed:ic.

However . concluding that it is career interest which
leads to mooniighting does not diminish interest in these

individuals. Many more comlcted cransfer after th2 service
than had a prior interesct in a medical/health career. Con-
versely, several with grior erpecience and/or intereskz, or

who transferved via moonl i ghting while in the service, did
not (or dec n”* vlan Lo) iOulON ¢ clivilian medical/health
career.

An erxamination of Lhe attitudes and experiences of
medical mocrlightors she s some light on these cuestions.

There are no marked differonces between the type of
installation at which the moonlighters were staticned dur-
ing their primary militery; assigrnment and the sample as a
whole (sae table I-15). The majority of moonlighters served
thvlr longest ‘fer nopcarcerxarg, most recent) tour of duty
in a military hospital. fhis type of assignment in a large
medical facility allows the same division of labor and
specialization of function in the military as is common in
most civ:ilian health care facilities. Few (from 3 to 10
percent, depending upon the group) served their primary tour
of duty abecard ship or with a medical company, the military
facilities least akin to civilian facilities. The advan-
tages of beiny stationed at & military hospital include the
probabilicy that the facili Ly will be located in urban
America. Aan urban location is likely to offer the service-
man bhetter opportunities Lor part- ~time work in general, and
more particularly, accass to civilian health care facilities.
No matter how desirous the serviceman is of part-time employ-
ment, he must firsiL find a facility which will offer him
employment opportunities.

Most of those who 4id f£ind a moonlighting job were
employad in hosrjtals {see table I-J8). This is a reflec-
tion of the concentration of civilian allied health person-
nel in hospitals generally, and also of the location of the
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servicemen. The type of facility at which these men were em=-
ployed dees not differ significantly between transferees and
nontransferees. There is some indication, though the small
samples preclude any conclusion, that those with part-time
employment in laboratories are more likely to transfer.

The correlation between technical/laboratory skills
and transference has previously been discussed. For the en-
tire sample, it was observed that relatively fewer transfer-
ees had direct care military specialties. When the distri-
bution of the primary medical duties of the moonlighters are
examined, two trends emerge. First, fewer moonlighters have
direct care specialties while on active duty than the total
sample. Second, the transferee moonlighters have a markedly
lower proportion of direct care personnel than do nontrans-
feree moonlighters.

Table 32. Proportion of Rospondents with Direct Care

Specialties
ALl M/H Trans. Nontrans.
Respondents respon- moon- moon=- moon-
dents lighters | lighters | lighters

Careerists
INSEervViCleecescas 60.9 52.2 43.3 71.4
Out-cf-service.. 53.5 46.9 37.9 6l.1
Noncareerists
InserviCeeaiceaeoe 68.7 54.3 52.2 61.5
Qut-of~-service.. 8l1.8 50.0 30.8 61.9

This evidence indicates that not only are those vet-
erans with technical/laboratory skills more easily assimilat-
ed into the civilian medical/health field upon discharge,
but alsco that men with these skills are more likely to find
moonlighting opportunities while in the service. The sample
of moonlighters is rather small for any complete examination
of this conclusion. However, the conclusion is supported by
the moonlighters' descriptions of their part-time job duties.
Those who transferred were less likely to have direct pa-
tient care experience in part-time jobs than those who did
not transfer upon discharge (see table 33).



Table 33. Part-Time Job Duties of Medical/Health
Moonlighters

(in percent)

. Medical/health|Other civilian
Duties Total field fields

Inservice personnel:

CareeristSessccecesesses 100.0 100.0 100.0
Direct patient care. 54.6 43.3 78.6
Other dutieSeecccecee 45.4 56.7 21.4

NoncarecristSe.eceesee.] 100.0 100.0 100.0
Direct patient care. 57.8 50.0 84.6
Other dutieS..ccecee 40.4 47.7 15.4
NO reSpOnSEo...o.o.. 108 203 -

Out~of~service personnel:

CareeristS.eecececcessss| 100.0 100.0 100.0
Direct patient care. 44.7 34.5 6l.1
Other dutieS..ccecceces 55.3 65.5 38.9

NoncareeristSecssscesss] 100.0 100.0 100.0
Direct patient care. 64.7 61.5 66.7
Other dAutieS.eececeeee 35.3 38.5 33.3

NO respons@eceecccececes
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Usually, when a man elects to undertake an extra job,
" it is to earn more income., When the men were asked what
they liked about their moonlighting job it is not surprising
that the most common response was "the pay." However, the
earlier observation that moonlighters appeared to have an
interest in the medical field is supported by their comments
about favorable aspects of their moonlighting jobs. Answers
such as "skills used," "helping sick people,® or "interesting
work" were given by an appreciable number of men in all cate-
gories, including the nontransferees. In fact, when the
question was asked, "What did you dislike about your duties?",
from 50 to 70 percent of each group replied that there was
nothing they disliked about their part-time job. The only
dislikes consistently cited were the hours or shifts (working
conditions) required, an obvious reflection of the nature of
most moonlighting jobs.

To determine the extent of occupational transference
which occurred as a direct result of moonlighting, the res-
pondents were asked whether their part-time job was similar
to what they had in the service at that time.

Table 34. Proportion of Medical/Health Moonlighters
Perceiving Part-Time Job as Similar to Military

Job
Respondents Inservice Out-of-service
CareeristS..cceeace 47.7 66.0
NoncareeristSeeees. 66.7 79.4

It would appear that the noncareerists generally prac-
ticed their military specialties in the civilian sector when
they moonlighted. The careerists, with considerably more
expertise and breadth of medical experience, were probably
better able to obtain jobs in the civilian health field
which were not in their specialty.

When asked the differences between their military and
part-time civilian jobs [45]), the only one the respondents
cited consistently was the type of work, or skills used.
Several noncareerists also felt that a difference existed
in the extent of responsibility they were given or the de-
gree of supervision under which they worked.
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It appears that those men who moonlight are primarily
those who feel that a congruence ax’sts between the military
and civilian delivery of medical care. Feeling this, they
take the opportunity to use the training which they have re-
ceived from the military to =arn extra income by moonlight-
ing while on active duty. That the civilian health sector,
currently facing a manpower shortage of critical dimensions,
does not more fully utilize these men upon their release can
only be viewed as a loss for all concerned.

Suggested Changes in the Military

If the utilization of paramedical veterans in the
civilian economy is to he iacreased., changes can be made
either in the institutions which demand these veterans' ser-
vicer, or ia the system which produces them. With regard to
the latter, each respondent was asked what changes he thought
could be made in the military medical/health field so that
more veterans would choose this field after discharge. The
responses to this question {shown in table I-17) reflect not
only the veterans' evaluations of their military experience,
but how well the military meets civilian standards.

Over 20 percent c¢f the careerists, and twice as many
noncareerists, felt the military should provide more and/or
better training. Judging from the respondents' comments, the
frequency of this response does not indicate that the men
felt themselves ill equipped to perform their jobs, but ill
prepared to face civilian hiring standards.

To the careerists, more and better training often
meant training which would confer a degree or certificate.
This response, coupled with the response categories of up-
grading the military status and informing civilians of
veterans' capabilities, centered upon the inability of the
career veteran to present his qualifications to employers.
One Army veteran, frustrated by his delay in getting Federal
cmployment after discharge, commented: "When a person ap-
plies for retirement, give them thelr qualification and
status report. He'd just take the status report to Civil
Service and they'd know his qualifications." An Air Force
careerist, about to be released commented: “The military
should have a way of certifying the men." One often-made
comment on training was that the military failed to offer
the possibility of enlisted men becoming ENs. The thought
here was not that the careerist could qualify as an RN upon
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discharge, but rather that he should be able to become an
RN while on active duty.

Noncareerists, while also wishing for a certificate
or degree after their training, tended more to emphasize the
content of their courses, although there were conflicting
points of view. Some men, particularly in the Army, suggest-
ed that broader exposure, rather than strict specialization,
would be beneficial. More prevalent was the comment that
the military could do most by offering the noncareerists
advanced specialist training. A noncareer Army veteran's
comment is indicative: "Give specialized training in X-ray
and lab -~ that's where the jobs are."

The need to coordinate military and civilian practices
was cited by one out of five careerists, whether in the ser-
vice or out. 1In this respect, a plan such as Project Transi-
tion was given high praise. Inservice noncareerists also
felt the need for a method to enable adaptation to different

techniques and arrangements in the civilian medical/health
industry.

That servicemen need to be informed of civilian jobs
was mentioned by 10 percent of those out of the service and
20 percent of those about to be released. These inservice
personnel, especially the careerists, professed ignorance of
the civ‘'ian labor market for paramedical workers. The cur-
rent swure of the art was aptly evaluated by a career Army
veteran: “They just hand you your papers and say goodbye."
Interestingly, more of those with technical/laboratory pri-
mary skills than those with direct patient care skills cited
being informed of civilian jobs as a method of increasing
transference. The technical/laboratory men felt that there
were jobs in the civilian economy for which they were quali-
fied; all they needed to know is where they were.

Summary

This chapter has analvzed the experiences of both
careerist and noncareerist veterans. The careerists de-
cided upon the military paramedical field some time after
they entered the service. Few of the noncareerists had ever
considered a military career, and most of those decided
against such a career more than 6 months before their first
tour had ended.
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All of the careerists, and some of the noncareerists,
served in a variety of installations. Despite the chance
for duty in small (or combat) medical units, the military
paramedic was likely to have his greatest amount of exper-
ience in a military hospital in the United States. This
means that the paramedical veteran has been exposed to a
system nrganized and equipped for the delivery of medical
care which is much the same as the civilian sector's.

For purposes of analysis, the various military medical
occupational categories were collapsed into two groups: The
first contained those imen whose occupations centered around
the direct care of patients; the second emphasized technical,
laboratory, and other supportive skills. It was shown that
this second category had a much higher rate of transference
to the civilian economy than did the direct care group. This
higher rate of transfer may reflect a liking for the chal-
lenac presented by these jobs, in addition to greater civil-"
ian acceptance and demand for these skills.

Military paramedical personnel were generally content-
ed with their service experience. Few reported any dislikes,
and these few concerned the military, rather than medical,
aspects of their position. Not surprisingly, this military
medical experience was a major influence on the career plans
of the veteran, and in the case of most of the careerists
who accepted civilian medical/health employment, provided all
of the necessary qualifications for employment.

Many noncareerists needed schooling or training before
taking civilian medical/health employment. This is partly
due to the fact that their duties in civilian jobs, which
were largely in the indirect care area, did not correspond
exactly to their military occupations.

In addition to the training and experience received
from the military, 15 percent of the sample had part-time
experience in civilian medical/health jobs while on active
duty. These men tended to have greater preservice interest
and experience than the average paramedic. Most moonlighters
did not work in direct patient care, and this exposure to
the technical/laboratory areas of medicine worked to rein-
force a higher rate of transference.

The problems encountered in finding civilian employ-
ment did not appear to vary by military occupation. The



100.

respondents cited several changes in the military which would
alleviate these problems, with most of the suggested changes
centering around either the gquality or quantity of training .
received or on the need for better infurmation systems.
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V. FACTORS AFFECTING TRANSFERENCE
Introduction

Mest military paramedical occupations bear titles or
job descriptions similar to those of civilian allied medical/
health occupations (see table II-6, appendix II). It is pos-
sible to group both civilian and military paramedical occu-
pations into broad categories within medical and dental care.
For example, medical and allied health occupations may be
grouped iato surgical/medical, neuropsychiatry, therapy,
technical, and laboratory classifications. Dental paramedi-
cal occupations may be divided between those that provide
direct patient care and those that supply indirect patient
care. There are a few military paramedical occupations for
which there are no civilian equivalents (e.g., submarine
medicine technician), but such positions are unusual, and
very few men are trained for them. Even in these unigque
instances, much of the training and skill acquired is rele-
vant to civilian medical/health care. While terms like “aero-
medical evacuation teams"™ or "Special Forces" are used only
in the military, comparable job functions are performed by
emergency and ambulance personnel in civilian situations.

e ¢

The military medical system does differ from civilian
medical organizations in size, functioning units, and type of
patient care required, especially in a war zone. The central-~
ized planning and control by military medical departments re-
sult in more uniform standards, procedures, and services than
are found in civilian medical institutions. While organiza-
tional structure differs, the functions of medically trained
enlisted personnel and civilian allied medical/health workers
are alike.

One significant difference between the two systems is
that the military use proportionately fewer professional per-
sonnel in relation to paramedical personnel on their medical
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staffs than do civilian institutions. Partly as a result of
this, military enlisted personnel are given more responsi-
bility for patient care and operate more independently than
they would in a comparable civilian position: e.g., as civil-
ians, they would not be allowed to give injections and dis-
pense drugs as they do in the services. The Zew respondents
who mentioned the difference between military and civilian
methods as causing a probiem in finding a civilian medical/
health job usually referred to the degree of responsibility
they are permitted: *In the military, you're allowed to do
many things that you can't do in civilian life," and "There
are legal complications; we can only be an orderly, assisting
a doctor or a nurse in civilian life, while in the military
we did everything,"” are comments made by men who are acutely
aware of the differences in the degree of responsibility in
the two sectors. A recent newspaper story tells about two
ex~-medics -- one from the Air Force, the other from the Navy ==
working in a civilian hospital in the newly created position
of "emergency room technician.” One of the veterans report-
ed that in the military, “"the corpsmen often gave treatment
normally restricted in civilian life to physicians." Both
medics had performed minor surgery while in service, but as
civilians were “"restricted to assisting doctors and nurses

in soaking and dressing wounds, taking blood pressure and
temperature, walking patients and maintaining intravenous
feedings" [46].

Awareness of the Possibility
of Transference

Servicemen are aware that their military assignments
are relevant to civilian medical/health jobs. Three~-fourths
or more of the respondents in every group surveyed believed
that there was a civilian job similar tc the one they had in
the service; the proportion was even higher among the men who
had found or were planning to find civilian medical/health
jobs. A smaller proportion of those crossing over to non-
medical fields saw such similarities (see table 35).

The men who believed that a comparable civilian posi-
tion existed were asked (1) whether they thought that the
duties and equipment in such a job would be the same or dif-
ferent from the military, and (2) where they felt such a job
would be found. More than half of all the respondents (more
transferees than nontransferees) indicated that their duties
and the eguipment they would handle in a civilian job would
be the same as in their military position. A majority of
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Table 35. Proportion of Respondents Reporting Civilian
Jobs Similar to Military Assignment

Medical/health | Other civilian

Respondents Total £ield fields
Careerists:

InserViceooooo. 7604 82.0 6800

Out-of-service. 77.2 86.7 70.7
Noncareerists:

Inservice.ceese 78.7 88.7 67.8

Out-of-service. 73.4 89.9 68.5

the respondents believed that jobs similar to the ones they
held in the service would be found in civilian hospitals,

A greater proportion of first-termers than careerists. and

a greater proportion of men attached to the civilian medical/
health field than those in other fields, thought of the hos-
pital as the locus of comparable positions. Clinics and
private laboratories were the only other facilities mention-
ed by an appreciable number of respondents, and these were
proposed only by younger, less experienced men still in the
service -- one in five suggested clinics and one in ten, pri-
vate laboratories. Few respondents mentioned any other
health care facilities.

Table 36. Proportion of Respondents Reporting Civilian
Jobs In Hospitals Simi’ar to Military Assignments

Medical/health | Other civilian

Respondents Total |- field fields
Careerists:

Inserviceeeeeese 51.5 53.6 48.4

Out-of-serVice.. 5305 5707 5006
Noncarcerists:

InService..eve.. 61.6 71.4 50.9

Out-of-service.. 73.4 89.9 68.5
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Finding a Civilian Medical/Bealth Job

From the viewpoint of inservice and out-of-service
men, veterans face problems in finding civilian medical/
health jobs. Evaluzting the veteran's situation, the career-
ists cited pay levels as a major difficulty, but in the
opinion of the younger men, aspects of civilian hiring stand-
ards, such as eduacational requirements and civilian acceptance
of military training, were paramount (see table 37). Some
men believed that veterans would have no difficulty in find-
ing jobs, but most recognized that they gererally had to
overcome serious obstacles in order to do so.

Civilian Hiring Standards

Civilian hiring standards are a major hurdle for vet-
erans, especially the first-termers. Civilian hiring stand-
ards typically specify levels of education, specialized work
experience, and professional standing as evidenced by licens~-
ing or certification. The survey respondents recognized
that ihe required education and work experience were obsta-
cles to finding a civilian medical/health job, but very few
of the men considered that licensing or certification stocd
in their way. This contrasts with the prevalent view that
it is licensing and certification which operate to constrict
the supply of allied medical/health manpower.

Except for the Civil Service, there are no nationwide
hiring standards for paramedical occupations. There is a
spread of acceptable education and experience, varying ac-
cordino to locality and type of facility. (There are sub
rosa oo rustments brought about by the pressures of the de-
mand fur medical care in relation to the supply of medical/
health manpower.) 1Illustrative of the variability in civil-
jan hiring standards is the difference in personnel quali-
fications required to meet licensure standards for the same
occupation: in one state, the minimum educational require-
ment for a laboratory director may be met by high school
graduation; in other states, requirements range from a
bachelor's to a doctoral degree. Another example is the
minimum age necessary to obtain a license as a practical
nurse, which varies from 17 to 20.

Because most of the servicemen in the Armed Forces
medical departments are trained and employed as auxiliary
nursing personnel, civilian requirements for nursing
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Table 37. Problems Ve<terans in General Face in Securing
a Civilian Medical/Health Job

(in percent)

Careerists Noncareerists
Problem Out-of- Out-of~-
Inservice service Inservice service
All responsSes,...cceeees.q 100.0 100.0 100.0 100.0
Hiring standards......... 41.4 40.2 54.1 61.2
Educational require-
ments/CostsS, . ..ceeeee. 13.3 15.8 23.8 24.1
Don't accept military
training/experience, .. 16.3 13.6 20.6 23.0
Not properly trained... 2.8 2.8 6.1 4.5
Licensing/certifica- :
tionOO.OOOOOOOOOOQOQQQ 8-4 8v° 3.6 906
Pay level..............-. 18'2 19.6 9.5 1306
Locating JoOb..eeecececccsns 9.0 6.6 6.4 3.4
Conditions of employment, 3.9 3.5 2.4 1.8
Other problemS...ccccecee 9.6 . 5.4 5.2 1.7
NO problemsS.ccicceccnceses 6.6 12.5 5.4 6.1
It depends/don't know.,... 11.3 12.2 17.0 12.3
b
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positions are of major importance to them. Civilian require-
ments dictate that a registered nurse must have 2, 3, or 4
Years in an approved nursing school after high school gradu-
ation, and be licensed by the state. A licensed practical
nurse must be a graduate from a school approved by the state
board of nursing, and usually has completed a one-year course.
Some schools of practical nursing require applicants to be
high school graduates; others do not. Practical nurses are
also trained in programs of shorter duration that do not
meet the requirements for licensure. Nurse orderlies and
aides receive on-the-job training, formal or informal, vary-
ing in length from as little as 1 week to as much as 1 year.
The medical military course training received by enlisted
men typically is not accepted as fulfilling civilian require-
ments of education in an approved school. (Among the excep-
tions is the Army's advanced formal course, preparing men

for MOS 91C, clinical specialist. In several states, suc-
cessful completion of the clinical specialist course is ac-
cepted to meet the eligibility requirements for becoming

a licensed practical nurse.) The respondents frequently
commented that civilians thought they were only qualified

for jobs as orderlies, despite the training and years of
experience they had had.

Education Requirements

Among the problems veterans perceived, educational
requirements ranked first among noncareerists and was second
only tr low pay among careerists. To be readily accepted
for employment in most paramedical jobs, an applicant must
be a graduate of an accredited school or an approved pro-
gram, or have civilian work experience. 8Schools or programs
are accredited by state departments of education or other
state agencies, by national professional organizations, or
by regional associations of schools and colleges. To date.
very few of the military medical training programs for en-
listed personnel have been approved by the appropriate ac-
crediting agency. Among them are several laboratory tech-
nician, clinical specialist (practical nurse) and X-ray
technician courses.

It was the unusual respondent who joined the service
with a medical/health career commitment and with academic
credits in an approved allied health program. Nevertheless,
by the time they return to civilian life, veterans have
educational attainments equal in numbers of years to those
required for many levels of allied medical/health position:.
Thz difficulty that veterans face in meeting the educational
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requirements of civilian employers in the medical/health
field is not that they are poorly educated but that they are
not precisely educated to the specifications of civilian job
prerequisites.

Educational Attainment in
the Service

Schooling, other “han that given in training programs,
is available to servicemen while in the military, and the
men are encouraged to avail themselves of the opportunity
to continve their education. There is an extensive system
of correspondence courses at every school level, administer-
ed through the United States Armed Forces Institute. By
means of an arrangement with colleges and universities lo-
cated throughout the United States, the serviceman may chose
among thousands of college-level courses and many high school
and vocational courses. Health is one of the major fields in
which courses are offered. Many thousands of servicemen en-
roll in such courses each year. In addition, financial aid
is granted to men participating in off-duty education pro-
grams available on military bases or at nearby educational
institutions throughout the world. Assistance is given to
servicemen who wish to qualify for high school equivalency
certificates. For men who are making a career in the mili-
tary, there are programs which permit them to study full
time, with education expenses paid, and on full salary.

The impact of the military's educational efforts are
seen in the pronounced rise in educational levels of career-
ists during their years of active duty. Two-thirds of the
careerists in the survey took advantage of the opportunities
to seek further education while in the service. Some came
in with less than a high school education and left the ser-
vice as college graduates. A third of the noncareeris‘s
continued to study during their few years in service, bdut
the bulk of the younger men considered this period a hiatus
in their educational efforts.

Education After Military
Service

Many men indicated their willingness to acquire addi-
tional education. Even among the careerists, 60 perent of
those about to be released and planning to enter civilian
medical/health work indicated their intention to pursue
further education (mostly in combination with work, as
might be expected of men of their age with family responsi-
bilities). Actually, only about 30 percent of those 2 to
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3 years out of service were found to have attended school
full time or in combination with a job. In both groups,
relatively more transferees than nontransferecs indicated
their interest in more education.

More than 95 percent of inservice noncareerists plan-
ning to enter the civilian medical/health field indicated
that they planned to continue their schooling; and 72 per-
cent of those who actually transferred reported having so
continued. Many of the men pursuing other kinds of employ-
ment also reported having resumed schooling, but the fre-
quency was higher among transferees. '

Recognizing the importance of the proper academic
credentials, most inservice respondents plan to attend
school after their military service is ended. Almost every
one of the younger men, and half of the older men, in the
survey indicated that they would be taking classes when they
became civilians. Their choice of civilian occupation did
not appear to affect plans for postservice education, as
many inservice transferees and nontransferees plan to go to
school.

Actual schooling among out~of-service men after dis-
charge was about half as frequent: a fourth of the careerists
and half of the noncareerists who had been out of the zer-
vice for 2 to 3 years reported that they had taken classes
since becoming civilians. The marked difference between in-
service and out-of-service respondents with regard to school
attendance after discharge is in part a reflection of dif-
ferent times and different populations, and in part the ad-
justment of plans to reality.

Table 38. Proportion of Respondents Acquiring Additional
Education After Discharge

Respondents Total Tf;hsferees Nontransferees
Careerists: .
Inserviceél....... 56.7 59.6 52.5
out-of-servicel/.. 25.3 27.5 23.8
Noncareerists:
Inservice®/,...... 94.2 . 96.4 91.8
Out-of-servicegl.. 57.8 72.4 53.6

a/ Plan to acquire additional schooling after release.
b/ Did acquire additional schooling after release.
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Fewer of the older veterans pursue further education
when they become civilians. Their long years of military
experience and the cushion of pension and retirement bene-
fits enable them to £ind acceptable employment with relative-
ly little additional educatior. Almost 90 percent of the
out-of-service careerists in paramedical jobs felt that their
service experience and training provided the necessary quali-
fications for their civilian medical/health job.

Younger veterans, who had only one tour of duty in
the military, are overwhelmingly concerned with obtaining
additional education. Their decision to continue in the
medical/health field or to go into another type of civilian
work seems to have had an impact upon their resolve to attend
school. A significantly higher proportion of younger veterans
in medical/health jobs enrolled in classes than out-of-service
noncareerists who chose jobs in other fields. Of the 23 per-
cent of out-of-service first-termers who obtained medical/
health jobs, two~fifths found that their service experience
did not adequately qualify them for their positions, and
that they needed to go to school or take a correspondence
course to compensate for their deficiencies.

Most of the younger veterans returned to school to
get a degree, while most of the older veterans were inter-
ested in additional training. This was especially true if
they had decided in favor of the medical/health field. Non-
transferees, on the other hand, were more diverse in the
purpose of their schooling and the objective of entering a
new field was also important to them -~ especially to the
careerists -- as well as degrees and additional training
(see table 39).

The majority of the noncareerists plan to or did at-
tend school full time, while most careerists were planning
or had undertaken part-time studies (see table 40). No
significant difference appeared between out-of-service trans-
ferees and nontransferees with regard to this aspect of edu-
cation. However, more inservice careerist transferees ex-
rect to study part time, and more inservice noncareerist
transferees expect to study full time, than their inservice
nontransferee counterparts -- despite the fact that approxi-
mately equal proportions of transferees and nontransferees
intended to go to school.

. Most inservice personnel (more than 60 percent) be-
lieve that the GI Bill will pay for most of their educational
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Table 40. Full-Time or Part-Time Stydents
After Military Separation2

(in percent)

-
Full-time |Part—-time Don't
Respondents Total students students know
All respondents:
Careerists
INServiCe.veeecececen 100.0 33.5 64.1 2.4
Out-of-servicCeeecces 100.0 32.7 67.3 ——
Noncareerists
INSELVICCeceeassaasae 100.0 57.3 42.1 0.6
OUt—Of-berViceo seoecee 100‘0 5304 4606 _——
Transferees
Careerists
InSQIViCE.-...o.oooo 100’0 26’4 70‘8 2.8
Out“Of-serViceoooﬁoa 10000 2901 69.9 -
Noncareerists
INServicCe. . cececccee 100.0 65.7 33.7 0.6,
Out-~of-service...... 100.0 54.0 46.0 -——
Nontransferees
Careerists
Inservice-.......... 100’0 45’9 52‘5 1'6
Qut-of-service,,.... 100.0 35.5 64.5 -
Noncareerists
INSEIViCl: i veeooccsos 100.0 47.7 5.8 0.5
Out-of-servicescceee 100.0 53.2 46.8 -

o a/ Includes those who plan to or did attend classes.
FRICB/ Includes correspondence courses.
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expenses (see table 4l1). As the out-of-service respondents
indicated, only a third relied mainly on the GI Bill; others
resorted to self-financing and to aid from employers, fre-
quently using GI benefits as a supplement. In the 1960s,
rising tuition and living costs made GI benefits inadequate
for most people. "Men who flocked to colleges ir the 1940s
got full tuition, books and incidental expenses plus $75.00
a month living expenses." At the present time, a veteran
receives "a flat $130 a month if he's single; $155 if he's
married; $175 for a wife and child and $10 a month more for
each additional child" [47, p. 9]. GI benefits at the
present level would only cover the major part of full-time
educational expenses in schools with minimal tuition fees.
This fact is known to out-of-service respondents, but not,
evidently, to men still in the service.

Acceptance of Military Training

Civilian employers are not well informed about the
military training, experience or caliber of medically train-
ed veterans. Recent publicity calling attention to the num-
ber of corpsmen released annually, their employment in civil-
ian institutions, and their inclusion in special allied
medical/health manpower programs has made civilians more
aware of the potential these veterans represent, but has
left civilians still largely uninformed of their competence.
For this reason, little has been done to adapt civilian hir-
ing standards to take into account the special circumstances
under which servicemen are qualified for paramedical jobs.

Vocational guidance publications, such as the Health
Career Guidebook of the U.S. Department of Labor, suggest
desiderata for career preparation at the uppermost levels
of civilian hiring standards. Among these recommended
paths of medical/health career development, there are sug-
gested some alternative routes of education. Outside of
the Federal Civil Service, it is rare indeed to have work
experience and training in the Armed Forces recognized as
an appropriate or acceptable course to follow in preparing
for a medical/health career [48].

A recent study of hospitals in the greater Boston
area shows that for most of the 21 paramedical occupations
surveyed, hiring standards in the institutions that respond-
ed had been in effect over 10 years, despite the fact that
workers were in short supply and the job content of a num-
ber of occupations had changed. The researchers recommended
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Table 4l1. Source of Financing for Major
Part of Postservice Educational Expense

Careerists Noncareerists
Source Inservice [Out-cf~service | Inservice |Out-of-service
rotal®/......| 100.0 100.0 100.0  100.0
Self/wife.... 19.8 26.6 28.% 39.3
Relativeooooo - 1-7 1.2 2.0
Employer..... 5.4 23.8 0.3 11.9
GI Bill.c.ooo 65.9 33.1 6l.1 33.7
~ Loan:
Government. - 0.2 -
Private.... - —— -—
Scholarship:
Government. 1.5 2.7 8.5
P!.'ivate. e e e - 1.0 -
other...‘.... 2.6 1.0 lls
Don't know... 9.0 10.7 4.3 3.2

a/  Includes only those respondents who are planning to
attend or have attended school after military separation.
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that "hospitals should reexamine their whole paramedical
occupational structure, to determine the job requirements

of each occupation” and "should establish hiring-in standards
that are relevant to the functions to be performned by the
occupation” [49]. since servicemen view hospitals as the
most likely places to find jobs for which they are gqualified
by their military experience, a revision of hospital hiring
standards based on job functions could result in a substan-
tial increase in the number of veterans finding civilian
medical/health jobs.

The Federal Civil Service, spearheading the movement
to provide employment opportunities for veterans, does re-
cognize some Armed Forces training and experience. To qual-
ify for a paramedical job in the Civil Service, an applicant
has to fulfill certain requirements for "general experience"
and "specialized experience." General experience for para-
medical occupatcions is usually medical~-related work that
would give experience in hospital, clinical or laboratory
procedures and equipment. Jobs as nursing aides or assis-
tants, and laboratory aides or technicians, are often cited
as providing suitable experience. Specialized experience
is generally defined as work in the occupation at a particu-
lar grade level. For example, a medical radiology technician
at the GS-5 level is required to have a year of general ex-
perience and 2 years of specialized experience. The general
expe:ience for this occupation is defined as training and
experience as a practical nurse, nurse's aide, medical tech-
nician, etc., and the specialized experience as the operation
of diagnostic and/or therapeutic radiographic equipment under
the direction of radiologists. The amount of general ox
specialized experience required varies according to occupa-
tion, and increases with grade level within any occupation.
Of course, the nature of the general or specialized exper-
ience required also varies according to occupational group.

For all of the 12 occupational groups studied but one
(the dental hygienist category, for which professional licens-
ing is a prerequisite), either certain military training
courses or military service in a related medical specialty
can be substituted for part of the general or specialized
requirements. Actual recognition of military training and
experience ranges from the substitution of specific types
of courses or the acceptance of military service for the
general or specialized experience requirements, to a general
commitment to give "appropriate credit" for Armed Forces
education and training (see table 42).
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Most paramedical occupations can be entered at the
. GS-1 level without any experience of any kind. It is not
until the GS~2 level that general experience is required, and
the GS~4 level that uspecialized experience in the occupation
is requiced. Nursing assistant positions begin at the G5-2
level with a 6-month general experience requirement. General-

ly a written examination on the occupation is required at the
lower grades. .

with the exception of the c¢ental hygienist, education
requiremants per se are not specified for an occupation.
However, education or training can be substituted for all or
part of the general and/or specialized experience require-
ments in most occupations, so that, by implication, the
level of education or training necessary at a given grade
level is indicated. For example, high school graduation
can be substituted for the 6 months' general experience re-
quirement at the GS-2 level in a number of occupations, en-
abling a graduate without any other experience to enter one
grade higher than those who have not graduated. Similarxly,
college study in related subjects or training courses can be
substituted for the general -- and often the specialized --
requirements at certain grade levels of an occupation. The
college attended must be accredited, and the training course
generally must be approved by the AMA, ADA, or a related
professional organization. For example, an AMA-approved
course in radiology can be gabstituted for up to 2 years of
specialized experience, the 3S-5 requirement for a radiology
technician. By contrast, someone with only 6 months' gener-
al experience in medical-related work and no specialized
experience as a radiology technician would enter at the GS-2
level.

RaLting for a grade level in any occupation is primari-
ly based on an evaluation of the education and experience of
each individual. Armed Forces training and experience are
taker into account in the qualification standards of 12
Civil Service health occupation groups in two ways: either
certain military training courses can be substituted for
part of the experience requirements of an occupation, or
service in a related medical specialty can be so substituted.

On paper, any serviceman has at least a chance of
being considered for Federal employment. The crucial fac-
tor is whether or not his paramedical experience in the
military will be evaluated as a specialized experience for
a Civil Service job. The general experience requirements
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for Civil Sexrvice jobs can usually be fulfilled without dif-
ficulty bv servicemen who were assigned to the military medi-
cal departments. The key to determining the grade level at
which & serviceman is hired is the amount of specialized
experience he is considered to have. Only in one case do the
standards indicate specifically that specialized experience
may have been acquired by servicemen on active duty in the
Armed Forces.

The qualification standards of six occupational groups
indicate that "appropriate credit" will be given for Armed
Forces training and experience depending on its "applicabil-
ity and extent." A wide range of occupations is incorporated
into these groups (except for the dental assistant category),
each of which requires highly specialized training. However,
no attempt has been made to match the Armed Forces training
courses and occupational specialties with the relevant Civil
Service occupations.

The standards for only one occupation -- nursing as-
sistant -- indicate that specialized experience may have
been acquired while the serviceman was on active duty in the
Armed Forces. The standards for two occupations -- orthotist/
prosthetist, and radiologist technician -- include a state-
ment that general experience requirements may have been
gained on active military duty. Another -- rehabilitation
therapy assistant -~ refers to experience as a medical or
hospital corpsman as meeting the general requirements of
these positions.

Of the 12 paramedical occupations that are closely
related Lo military occupational specialties for enlisted
personnel, the gualification standards of only three ~-- the
radiology technician, the dental laboratory technician and
the pharmacy assistant -- contain references to specific
Armed Forces courses which may be substituted for the
specialized experience requirement. 1In addition, only two
occupations contain references to Armed Forces training
which may be substituted for the general experience require-
ment: the physical therapy aide, and the radiology techni-
cian. In contrast, most qualification standards contain
quite specific information on the substitution of civilian
education. High school courses, courses at accredited col-
leges, and training programs that can be substituted at the
various grade levels are listed for the majority of occupa-
tion groups.
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Even if it is not stated in the qualification stand-

. ards, there is, of course, nothing to indicate that military
service in a relevant occupation would not be acceptable as
specialized or general experience. Nevertheless, the absence
of any reference to military service. particularly in rela-
tion to specialized requirements, leaves whether it is gen-
erally considered suitable experience in doubt.

Licensing and Certificaticn .

As the respondents perceive the situation, licensing
and certification are not major barriers to obtaining civil-
ian medical/health jobs. Very few consider it a problem
either for themselves personally or for veterans in general.
A close examination of licensing and certification regula-
tions for medical/health occupations supports this view. It
is the servicemen's failure to meet the eligibility require-
ments for licensure or certification that is the real prob-
lem: if they had the approved education and if their work
experience in the military were accredited, licensing and
certification regulations would be an easily surmountable
barrier.

Pay Levels

The men cited the pay levels in civilian medical/
health services as a deterrent to transfer more frequently
than any other barrier except the formal requirements of ed-
ucation and training. The validity of this perception, in
a market sense, depends on the extent to which the pay in
medical/health work is less than the men can earn in alter-
native work available to them, taking into account such non-
monetary satisfactions as interest in medical work, location,
status and opportunity for advancement.

In the following sections, the earnings expected by
inservice men and the earnings realized by out-of-service
men are analyzed in relation to their service assignments
and postservice plans and experience.

Careerists

It should be expected that careerists retiring from
military service in their late 30s or early 40s, after 18
years or more of experience in medical occupational special-
ties, would find it to their advantage to pursue careers in
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which they could capitalize on their medical experience.
Moreover, it should bhe expected that those who transferred
to medical/health occupations in civilian employment would,
by virtue of theix military medical experience, earn more
than those who chose tc enter other civilian employment for
which they nad no obvious preexisting qualifications.

To the extent that the first hypothesis is not sup-
ported by experience, it suggests that in some ways that
terms of transfer are not favorable. To the extert that the
second hypothesis is not supported, it suggests that the
civilian medical/health opportunities open to these veterans
are not as well paid as other occupations open to them, and
that the incidence of transfer might be increased if earn-
ings opportunities were mcre favorable. Analysis of the
responses of men released from military medical occupational
specialties suggests that in some degree both conditions
may exist. It has been shown t..at under half of these men
do, in fact, transfer to civilian medical/health employment.
In this section the evidence on earnings, actual and antici-
pated, of these men is examined in relation to the second
hypothesis.

As perceived by careerists about to be released, who
had not made their living in civilian employment in about
20 years, there was a wide range of earnings expectations.
But on the average, medical/health occupations appeared to
offer more attractive earnirngs prospects to them than alter-
native employment possibilities (see table 43). This was
true of men from all three services. The Army men, on the
average, expected (median) earnings of about $6,260; the
Navy men, $§7,820; the Air Force men, $7,166. For those
anticipating transfer to civilian medical/health work, the
(median) expectations were higher: about $6,500, $8,000,
and $7,300, respactively. As it turned out, the expecta-
tions were not a: all unrealistic: the average pay of all
out-of-service careerists who entered medical/health work
was $7,979, about. 5 percent higher than expectations. The
out-of~service Nevy careerists earned about 15 percent more
than their expectations, and the Army men 'a little more and
the Air Force men a little less than expectations.

Earnings in the range of $6,500-$8,000 are not at all
inconsistent with the labor market of 1968. In 1968, the
average earning per employee of all employment covered by
Social Security was a little under $6,000 [50], but this
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Table 43. Median Annual Earnings of Careerists in Civilian
Employment

(in dollars)

Careerists Total Army Navy Air Force
All inservice

careerists®/....... 7,249 6,260 7,820 7,166

Transfereesceecececee 7,565 6,500 8,038 7,333

Nontransferees.... 6,723 6,000 7,334 6,900
All out-of-service

careeristsb/....... 7,514 6,961 8,333 7,000

TransfereeSeceececcee 7.979 6,600 9,333 7,000

Nontransferees.... 7,233 7,230 7,533 7,000

a/ Expected earnings, 1968-69.
b/ Realized earnings, 1967-68.
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includes part-time and full-time employees at &ll skill
levels and at all ages. We would expect their earnings to
be well above the average. Neither the expectations nor the

reported earnings of these careerists appear at all impliausi-
ble.

There may be a tendency of retired service personnel
to lower their supply price by virtue of their receiving re-
tirement pay from the services. Depending on length of ser-
vice involved and the grades at which the men retired, re-
tirement pay would be 50 percent or more of $5,000-$8,500
a year. These men are also entitled to medical care, commis-
sary privileges, and other perquisites. (Some of the men
complained that employers try to hire them more cheaply on
this account, but this may be due to the fact that the men
were not prepared to find pay scales as low as those in the
medical/health industrv.) The sum of the earnings cited in
the survey and retirement pay (say, $9.,000-$12,000) would
put them at about the third quartile of the earnings range,
which is about what their lifestyle requires. Thus, it is
doubtful that some of them would enter medical/health work
at all if it were not for the retirement pay.

Median earnings were generally higher for career
transferees than for men who entered or planned to enter
other fields of employment. Inservice careerists planning
to transfer expected to earn more (by about 10 percent) than
those who did not plan to transfer; this difference was
significant in all the services. Earnings realized by
careerist transferees 2 or 3 years out of the service were
higher on the average (by about 10 percent) than earnings of
careerists employed in other fields, but not uniformly among
the services. The Army transferces actually earned less
than nontransferees.

Two other conspicuous differences between transferees
and nontransferees might be related to the differences in
their earnings: (1) although about half of all groups were
high school graduates, the transferee group had relatively
fewer with less than 12 years of schooling, and relatively
more with 2 years or more of college; and (2) relatively more
transferees than nontransferees reported primary military
assignments in indirect patient care.

Moreover, the transferees were rather quicker in see-
ing similarities between their military experience and
civilian opportunities, rather more mobile in search of
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medical/health opportunities, and rather less conscious of
obstacies. These differences suggest that perhaps the trans-
ferees were more interested, more highly motivated, and rather
more determined in seeking out medical/health jobs that were

consistent both with their capabilities and with their earn-
ings requirements.

Among careerist transferees, Army men recorded the low~
est median earnings expectations while they were still in the
service and the lowest earnings after they were out; Navy men
recorded the highest in both instances. The median expecta-
tions of Navy inservice men exceeded those of the Army men
by 25 percent, and those of the Air Force men by 10 percent.
The median realized earnings of Navy men out of the service
exceeded those of the Army by 40 percent, and those of the
Air Force by 33 percent. Were it not for the relatively high
earnings of Navy transferees, the earnings of transferees
would have been lower than those of nontransferees. Yet the
rate of transfer was about the same among Army men as among
Navy men, and, if anything, lower among the Air Force men.

Although careerist transferees as a group are both
better educated and better paid than nontransferees, inter-
service differences in education do not explain differences
in earnings, either in prospect or in fact. The Navy inser-
vice transferees, with the highest earnings expectations,
were no better educated than the Army transferees, with the
lowest. The Air Force inservice trunsferees had a proportion
of men with 14 years of schooling (28 percent), twice as high
as either of the other services. Among out-of-service trans-
ferees, the Navy men were barely better educated than the
Army men, whose earnings averaged only 70 percent as much;
and again, in educational attainment the Air Force men far
surpassed either.

However, interservice differences in pay of transfer-
ees are correlated inversely with differences in type of
military medical experience and, for out-of-service men,
with type of civilian job. From table 44 it would appear
that earnings, both prospective and actual, were lower for
careerist transferees whose primary military assignments
were in direct patient care than for those who were primari-
ly assigned to indirect care.

This inference is supported by the differences among
the services in the place of employment of out-of-service
careerist transferees. Of the Army men, 72 percent were
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Table 44. Careerist Transferees in Direct Care
Inservice Out~of-service
Service Percent Percent in direct
branch Median in Median care
earnings| direct | earnings

care Military|Civilian
AIMY.vcecee $6,500 69 $6,600 67 48
Navy...ocon 8'038 38 9'333 34 19
Air Force.. 7,333 59 7,000 47 37

working in hospitals and 14 percent in private laboratories.
Of the Navy men, only 21 percent were working in hospitals,
but 24 percent worked in private laboratories, 1l percent for
medical supply houses, and 9 percent in community health. Of
the Air Force men, 66 percent worked in hospitals, with the
remainder scattered in a variety of jobs.

Thus it would appear that Army careerists, when they
transferred, entered predominantly into hospital service for
which their rather specialized military experience in patient
care equipped them. But hospitals pay poorly, and surgical/
medical occupations in hospitals are those in which formal
requirements limit the opportunities for veterans of the
military. Thus the Army careerist transferees earned less
not only than their Navy and Air Force counterparts, but less
than their fellow Army medical careerists who did not trans-
fer to the civilian medical/health field.

The Navy careerist medical men, on the other hand,
took advantage of their more generalized medical training
and experience, including administrative experience, to en-
ter to a greater extent civilian medical/health fields in
which formal requirements were less of a barrier to the pur-
suit of a career, and where pay levels were higher. The Navy
careerists who transferred earned more than any other group
in the survey.

The same distinctions are evident in the choice of
civilian medical/health occupations. The Army men, with
their greater specialization and exposure to direct patient
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care, were more likely to take jobs in nursing occupations
than Navy and Air Force personnel, who were more frequently
found in technical and administrative positions, in indus-

trial and community health, and in other indirect care occu-
pations. )

It does not necessarily follow that the Navy or Air
Force careerists are better equipped or more "valuable" than
the Army men. It appears that they are more acceptable or
more sought after in a variety of indirect care occupations
because of their broader preparation, and that they are bet-
ter paid. The obverse of this is that the Army experience
leads more Army men to transfer to hospital work, and that
they are less well paid. This suggests that it will require
higher earning prospects, either through higher pay rates
or through access to better jobs, to increase the incidence

of transfer to direct patient care cccupations, where short-
ages are most acute.

Noncareerists

With respect to the noncareerists, the hypotheses are
different. These men are young, and their one-term medical
experience does not establish a presumption of career compe-
tence or the earnings such competence commands. Thus they
have less motivation to pursue a medical career. At the
same time, being younger than their career counterparts, they
are better educated and better able to pursue further educa-
tion. Consequently, they have a wider range of occupational
options, and medical/health occupations must be relatively
more attractive to compete for them than to compete for
careerists. '

The earnings expectations of men about to be released
in 1968 and 1969 reflect their youth (three-fourths undeir 25)
and their high levels of education (three-fifths beyond high
school). Their median earnings expectations were generally
lower than those of careerists, and not unreasonable in the
context of the 1968-69 labor market (see table 45). Those
who planned to enter the medical/health field expected 20
percent more than those who did not, and only a little less
than the inservice careerist transferees. Their expecta-
tions were about equal to grade GS-7 in the Federal Civil
Service at that time (for which, incidentally, most of these
men could not qualify). The expectations of nontransferees
:ere about equal to the average factory wages then prevail-
ng.



125.

Table 45. Median Annual Earnings of Noncareerists in
Civilian Employment

(in dollars)

Noncareerists Total Army Navy Air Force
All inservice a/

noncareerists= ... 6,726 6,840 5,850 6,749

TransfereeSeeccceces 7,435 7,666 5,750 7,000

Nontransferees.... 6,196 6,176 6,000 6,538
All out-of~-service :

noncareerists®/.... 6,010 6,100 5,743 5,769

TransfereesSceccecse 6,506 7,167 4,875 5,667

Nontransferees.... 3,911 5,912 5,964 5,800

a/ Expected earnings, 1968-69.
B/ Realized earnings, 1967-68.
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The difference in earnings expectations between trans-

ferees and nontransferees is almost entirely the result of

. the very wide difference between the Axmy men who planned to
enter the civilian medical/health field and those planning
other employment -- a gap of $1,500, or about 25 percent.
The Air Force transferees expected only a little more than
the nontrangferees; and among the Navy men, the expectations
of the nontransferees were a little higher.

The experience of the out-of-service men after 2 or
3 years in the labor market confirms the =xpectations in the
main. On the average, the transferees reported higher earn-
ings than the nontransferees, the difference being greatest
among Army men. The Navy transferees did in fact earn less
than the nontransferees, by a considerable margin. The dif-~
ference between transferees and nontransfe.ees from the Air
Force was small, and favored the latter.

The relatively high earnings (both prospective and
actual) of the Army noncareerist transferees is the result
of a number of circumstances which tell us a good deal about
the factors underlying the transfer of noncareerists to
civilian medical/health employment. This particular cohort
of Army personnel, mostly conscripts (or volunteers facing
conscription) after the Vietnam buildup, are extraordinarily
well educated (many after student deferments) and therefore
a little older; for first-termers, they include an unusually
high proportion of men experienced in iadirect patient care;
their training and experience, though not extensive, is
specialized; they transferred predominantly to employment
other than in hospitals and to occupations other than nursing.
The elements of the relatively high earnings of Army noncare-
erist transferees can be inferred from the profile of trans-
fer (see table 46).

Relatively high pay combined with a high educational
level, a preponderance of employment in places other than
hospitals and in occupations other than nursing, and a rela-
tively low rate of transfer, suggests that those few Army
noncareerists who were able to find medical/health jobs com-
mensurate with their abilities were able to command relative-
ly high pay. This was possible only because most of them
found employment outside of hospitals, and in indirect care.

The earnings realized by the out-of-service Army trans-
ferees was only 7 percent below the expectations of the in-~
service men, but only 22 percent of them actually did transfer.
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In other words, civilian medical/health employnment was able
to attract a few of the ablest, on their own terms, in bet-
ter paying jobs not directly involving care of patients. The
relatively high earnings reported by these few men suggest
not how well but how poorly medical/health employment as a

whole competes in the market for these extraordinarily well-
endowed young veterans.

The responses and experiences of these cohorts of Army
men point up rather vividly the inability of the civilian
medical/health system to adapt its requirements and practices
to attract unusually good men with a demonstrated interest
and excellent (if rather brief) training and experience. BRut
these cohorts are the product of the unusual circumstances of
the Vietnam war; and with the change in Selective Service
practices, men like these will not be coming out of the Army
much after 1973 or 1974. The Navy and Air Force men in the
sample are perhaps more typical of the potential supplv after
a few years, and these did not fare so well. The Navy trans-
ferees, in particular, reported earnings rather low by stan-
dards of the current market. They were not as well educated
as the Army transferees; their training was more general,
and their experience more in direct patient care. Like the
Army men, they tended to avoid hospitals and nursing occupa-
tions, and found work mainly as laboratory aides and techni-
cians. Apparently. their education and military training
restricted them largely to entry jobs. The Air Force trans-
ferees, on the other hand, while they earned more than Navy
men, more often found work in nospitals and in nursing occu-
pations.

The general level of expectations and the general
“supply price" can be inferred from the responses of the much
more numerous nontransferees. These are highly uniform: a
little above $6,000 for inservice expectations and a little
under $6,000 for out-of-service experience. Leaving aside
the unusual Army cohorts, the nontransferees' earnings were
generally higher than those of the transferees. The distri-
butions are very similar among the services, tending toward
normal (see table 47).

Transferee sample sizes do not permit detailed com-
parisons by service, industry and occupation. The concen-
tration of a relatively small number of Army transferees
above $7,000 is apparent. But considering that the rates
of transfer are about the same for the Army, above the
general supply price; Air Force, at the supply price; and
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Table 47. Percent Distribution of Civilian Earn-
ings of Out-of-Service Noncareerists

Nontransferees Transferees
Earnings -
Army Navy | Air Force | All services
Under $3,000.. 11 8 16 13
$3,000-$4,999. 17 20 18 1
$5,000-86,999. 48 45 40 35
$7,000-$8,999. 16 20 20 27
Over $9,000... 8 6 6 15

Navy, well below it, it does not appear that pay alone is
either sufficient incentive to overcome the many obstacles to
transfer or a sufficient deterrent to account for the low
transfer rates. It appears that to increase the flow of non-
careerists into civilian medical/health employment, we must
look to pay in combination with easier entry to suitable jobs
and opportunities for advancement.

The noncareerists in this population (and, indeed, in
every cohort of medical occupational specialist to be releas-
ed in the foreseeable future) greatly outnumber the career-
ists. They represent a more significant source of personnel
in civilian medical/health occupations. Their medical capa-
bilities are much less developed, but the obverse of this is
that they have a priori less reason to pursue civilian
medical/health work unless it can compete with the other pos-
sihilities for which their youth and superior education qual-
ify them. Thus we would expect the salary scales to be more
a deterrent to transfer among noncareerists than among care-
erist veterans. To attract the former, not only earnings
but prospects for advancement must be more favorable.

Other Problems

All other problems appeared to be of negligible impor-
tance to the men interviewed. Locating a job was of concern
to some, particularly the careerists still in the service,
but was not considered a serious obstacle for veterans in
general. Conditions of employment, other than pay, were
mentioned infrequently. Neither the female image of.meéigall
health workers nor dislike for a woman boss seemed signifi-
cant to our respondents.
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The problems most often discussed by all groups were
three: (1) failure of civilian employers to accept veterans'
military training or experience, (2) education requirements,
and (3) low pay levels. In order to overcome the difficulties
facing veterans, the men suggested that both civilian insti-
tutions and the military modify their practices.

Changes in the Civilian Medical/Health Field

Respondents were asked what they believed could be
done in the civilian sector to make medical and health jobs
more attractive to veterans,. The changes most frequently
mentioned relate to pay, the acceptance of military training
and experience, and the flow of information about civilian
job opportunities. The men's recommendations are largely
designed to remedy what they perceive to be the major hurdles
they face. However, they go beyond this to make suggestions
that would not only eliminate barriers, but facilitate trans-
ference from military to civilian medical/health work.

About half of the men interviewed believed that higher
pay scales wculd attract more veterans into civilian medical/
health jobs. When they referred to pay, they had in mind
fringe benefits as well as salary. Some men specified vaca-
tion pay, sick leave, medical and insurance coverage, oOr
retirement plans. Others referred to them generally as "the
same benefits as in industry” or "the same benefits as union
jobs which pay so much more."” Receiving the benefits they
were accustomed to getting in the military was strong induce-
ment. ‘

Several careerist respondents thought that the salar-
ies should be "standardized." One said, talking of civilian
employers, “"They only give the difference between the pension
and the scale paid for the title; they will not pay the same
to a retired service man as a non-service man." Another
proposed that his Army experience count toward seniority and
be reflected in the amount of his pay and his fringe benefits;
a like-minded Air Force careerist thought that he ghould be
able to begin at his military skill level and not have to
start at the bottom &nd work his way up again.

One Air Force physical therapy technician expanded on
the importance of higher pay by explaining, "If & discharged
career man is not living near a military base, he cannot
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avail himself of the medical services and the buying facili-
ties. Therefore, they ought to be compensated for this....

Men with families stay near the bases., I have a job offered
me right now -- but it is too far from a military base. We're
trying to work out a basic plan-salary for myself as well as
for those who will follow me. If I agree to work for a too
low salary, it will affect all the men in this field who come
after me. The hospitals aren't willing to pay for our know-
ledge; they want degrees and registration for better pay."

Respondents in all three services. in and out oi the
military, first-termers and careerists, and those who had
decided in favor of a civilian medical/health job as well as
those who had chosen other civilian fields, said that higher

pay would influence more veterans to accept civilian medical/
health jobs.

€

In discussing other changes that would encourage more
veterans to work in civilian medical/health jobs, approximate-
ly a fourth of the respondents referred to civilian acceptance
of military training and experience. The men indicated that
civilians don't understand the extent of their military medi-
cal training and experience, nor do employers appreciate or
recognize the skills acquired in military service: "Someone
should tell them how well qualified veterans are." As one
aspect of an information program for civilians, some men sug-
gested that the services provide each separatee a resume with
details of his job qualifications.” "A corpsman should be
able to have," said a Navy veteran in a civilian health job,
*a record of achievement to bring with him when he applies
for a job, and a list of qualifications. Agencies should be
set up to verify corpsmen's qualifications. Thus, corpsmen
would be more accepted in hospital cmployment.”

While urging more general acceptance of servicemen's
qualifications, respondents stressed that on-the-job train-
ing should be offered in the areas in which their military
training had been inadequate. “Further training by civilian
employers, " explained one respondent, "would encourage more
to enter the medical field. This way they could learn the
trade while working and not have to take time out to go to
school.* Another said, "Hospitals should have on-the-job
training and the government should subsidize it." 1In the
opinion of one man, "There ought to be continuous on-the-job
training at the place of employment."
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Several careerists referred to Proiect Transition as
a means by which enlisted men could learn to adapt their mili-
tary mecical experiences to the needs of civilian employers.
Said one, "Under Project Transition, a man can apply for a
job while he's in service and he's trained for this job. GM
is doing this and so is Montgomery Ward." The opportunity to
be trained for a civilian job was especially attractive. As
one man viewed the situation, "It would be advantageous to
have something like Project Transition where you can get on-
the~-job training in a civilian job for a couple of months to
see if you can handle the job."

Wider civilian acceptance was especially urged by
veterans who had had only one tour of active duty. Men who
had 20 years or more of service but took non-medical/health
jobs as civilians also stressed the need for such a change.
In three out of the four groups surveyed, Navy and Air Force
men seemed more emphatic thin Army men that changes be made
to expand civilian recognition of their military job experi-
ence. The one exception was out-of~service noncareerists,
where more Army men suggested changes in civilian acceptance
than did Navy or Air Force men.

One in four first-termers who were still in the ser-
vice suggested that there be programs for veterans informing
them of civilian job opportunities and publicizing civilian
jobs. Among the careerists, about one in six respondents con-
sidered such information programs likely to increase the num-
ber of veterans who transfer to civilian medical/health jobs.
What the men had in mind was a source of information they
could use before they left the service as well as after their
discharge. One young serviceman suggested having "an agency
to keep servicemen informed of jobs -- even a year before
discharge -- and to get hospitals to list the type of work
available."” Another first-termer who entered the service as
a registered pharmacist thought that "Uncle Sam should let
civilian agencies recruit men for companies just as the Ser-
vice does. Let them come to the bases and present what's
available.,"

Career respondents express their frustration about
their lack of knowledge of the civilian sector, commenting
that "after 26 years in service, I'm scared of getting out.
I thought there were jobs to be had, but it's not so.” This
remark was made by a man who was a chief social worker
specialist in the Army and hoped to find a civilian job in
mental health. Another veteran plaintively explained that
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he would probably have stayed in the medical field, if he had
had some help in finding a job when he got out [51].

A small group of respondents considered that modifica-
tion of licensing and certification requirements would result
in more veterans working in the medical/health field. Con-
cern was expressed over tl'=e variation in requirements between
states. "[I] don't know," said one Air Force careerist, "what
state would take us on our military training and let us take
the necessary tests to get a job; state regulations vary so."
One respondent specifically called for uniform state laws, "so
we would be acceptable in any state." An Army inservice care-
erist interested in a civilian career in environmental health
commented on the need for the states to coordinate their re-
quirements. "Some states," he said, "will recognize our ex-
perience, like New Jersey. But in my state, Pennsylvania,
you need four years of college for this Public Health Service
work. All states should give a man a chance to work in pub-
lic health, especially with as much experience as I have."

Another careerist thought that the men should be al-
lowed "to take state boards without going to additional
schooling if they're already qualified by service training."
Another suggested that the states appraise the military train-
ing and determine if "it's sufficient for licensing.” A
careerist who was an operating room technician while in the
Navy and is teaching in grammar school in Portland, Oregon,
volunteered the idea that there be a 6-month trial period on
the job, and then, "if the men work out, they should be cer-
tified."

Despite the fact that educational requirements were
a personal hurdle mentioned by significant numbers of men,
relatively few thought that these education requirements
should be changed. Several proposed that the colleges grant
academic credit for the training received while on active
duty. More urged that the military improve their training
so that the colleges would grant transfer credits for inser-
vice coursework. One man, an inservice first-termer, think-
ing along the lines of vocational education programs, offer-
ed the proposal that there be a "school after service to
further learning in one trade, one skill, specific rather
than all the different courses you'd need for a degree.”

The men approached the difficulty of meeting education
requirements, proposing alternative routes that might be
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opened to them. Improved military training that would meet
civilian standards was frequently mentioned when they recom-
mended changes in the military system. That *"no military
schools provided credits or diplomas to offer civilian em-
ployers" caused a problem. And in the civilian sector, some
men suggested combir.ing schooling and work. "Offer education
and part-time jobs so that the men will be able to work while
they're getting the required education."

_ Less than 10 percent of our respondents considered
that changes in the job content or the type of work would ex-
pand the number of transferees. Comments were made about the
limited responsibility in civilian life. The men felt that
rules should be changed so that they could assist the doctor
as they do in the military "without legal complications."
The men urged changes be instituted so that they would have
more options than jobs as aides or orderlies. "Give them a
title," says one man, "something higher than someone with no -
experience." Another urges, "Get rid of the term, aide or
orderly, which is associated with no education. Calli them
medical technicians, like in service." Suggestions for
changes in the type of work frequently overlap recommendations
for changes in other areas, but they focus on the need for
job status and responsibility to attract men into civilian
medical/health work.

Summary

An analysis of job descriptions reveals that civilian
and military paramedical positions are similar. Although
veterans are aware that comparable positions exist in the
civilian sector, especially in hospitals, civilian employers
are apparently not well informed of the valuable potential
supply of manpower that enlisted personnel represent. The
major difficulties encountered by veterans in trensferring to
civilian medical/health jobs are low pay scales and hiring
standards, especially with regard to educational requirements
and lack of recognition of military training and experience.
An analysis of actual and expected earnings reveals that it
is not pay alone, but pay combined with other factors -- €.9..,
the type of work, the congruity of the job with the person's
qualifications, and the possibilities for career advancement --
that is closely associated with transference. Licensing and
certification were not viewed as a problem per se, but as
another aspect of education and experience requirements. To
facilitate transference, respondents also suggested that more
information be provided to veterans about civilian job oppor-
tunities and to civilians about veterans' qualifications.
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In fact, programs have been initiated that are designed to

accomplish some of the changes recommended by the men inter-
viewed.
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VI. PROGRAMS DESIGNED TO FACILITATE TRANSFERENCE

Introduction

In the past decade, concern over the growing shortage
of medical manpower has manifested itself in many new pro-
grams designed to attract entrants into the civilian medical/
health field. A few of these programs are directed specifi-
cally at medically trained veterans, but most are oriented
toward young people selecting a career, or toward qualified
retired persons considering reentry into the labor market.

The interests and values of the veteran parallel those
of his peers in the society as a whole. The appeals aimed at
other groups extolling carcers in the medical/health service
industry also influence the veteran. All efforts that make
a career in a medical/health occupation more widely known,
more attainable, or more attractive have a salutary effect
on transference.

Preservice Career Interest

Relatively few of our respondents had a preservice
career interest in the medical/health field. However, if a
man joins the service with a career interest in medicine, he
is more likely to transfer as a civilian to a medical/health
job. Preservice career interests for the careerist who has
spent 20 or more years in the military have a negligible,
though positive, influence on his choice of a civilian career.
But for the younger respondents, with only 4 years or less in
the military, the decision .to work as a veteran in a civilian
medical/health job is highly correlated with his interest in
such a career before he joined the service (see table 48).
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Table 48. Preservice Career Interest and its Impact
on Transference

(in percent)
Careerists Noncareerists
Preservice
interest . Out-of- . Out-of-
Inservice service Inservice service
Particular career:

All respondents... 25,2 22.5 56.0 42,0
TransfereeS. ... .. 25,1 25.4 63.1 £1.0
Nontransferees... 25.4 20.5 48.3 38.1

Civilian medical/
health field:

All respondents... 13.4 12.3 29.1 19.4
TransfereeS...... 18.0 15.3 48.0 42.3
Nontransferees... 6.6 10.4 8.7 12,7

Other civilian
fields:

All respondents... 11.8 10.1 26.8 21.6
Transfere@S.cececee. 7.1 10.1 15.1 8.7
Nontransferees... 18.8 10.1 39.5 25.4
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Interest in medical/health careers is greater among
young people assigned to military medical departments today
than it was 20 years ago. The preservice career choice of
substantially more than half of the respondents who expressed
a choice was determined by a general interest in the field.
Clearly, then, counseling services and vocational information
provided by high schools, medical societies, professional as-
sociations, and Government agencies do have an important
role to play in the transference of the younger veterans.

Project Remed

Project Remed is a Federal Government program that
focuses on assisting the veteran in transferring the medical/
health skills he acquired in the military to a civilian job
[52). Initiated in 1967, its name is an acronym for "recruit,
retrain or reemploy medics." Housed in the Department of
Health, Education and Welfare, Project Remed operates through
the cooperation of the Department of Labor, the Department of
Defense, and the Veterans Administration. As part of his
exit papers at a separation center, a medically trained mili-
tary man fills out a form giving his military occupation and
experience. This form is sent to the United States Employ-
ment Service office nearest his civilian address. It is in-
tended that the man contact his local USES office when he
returns home. USES is charged with the responsibility of
providing vocational guidance -~ either referring the veter-
an to job openings or informing him of educational opportuni-
ties [53). State and local educational institutions, profes-
sional organizations, hospitals, and other institutions
employing paramedical personnel have been urged to inform
USES about job vacancies and course offerings. The Veterans
sdministration is both a source of information on the GI
Bill and other benefits, and a source of employment in VA
hospitals.

Since the out-of-service respondents in the medical
manpower survey were separated from active duty in 1965,
1966 and 1967, the initial period of job adjustment had pass-—
ed for most of them before Project Remed began. Still, over-
whelming numbers of the men interviewed -- more than 90 per-
cent -- thought the objectives of Project Remed were worth-
while. wnot all of them were personally interested in
participating in such a program; about one in eight indicated
some ambivalence. But the majority of respondents still in
the service, especially those with plans to enter the civil-
ian medical/health field, indicated strong interest. And
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a substantial proportion of those out of the service thought
they would be interested in participating.

Table 49. Respondents Interested in Participating in
Project Remed

(in percent)

Respondents Total Transferees | Nontransferees
Inservice:

Careerists........ 66.2 78.7 47.5

NoncareeristSee... 53.5 65.6 40.5
OQut-of-service:

CareeristSececcece 54.7 60.9 50.5

NoncareeristS..e.. 38.5 42.3 37.3

About 40 to 50 percent of those who decided against a
job in the civilian medical/health field said that they were
interested in Project Remed. This indicates that there are
potentially additional men who might pe attracted to medical/
health occupations.

Eighty percent or more of the respondents in each
group had never heard of any Government program or legisla-
tion for training workers in the medical/health field, de~
spite the fact that the Government is spending hundreds of
millions of dollars in such activity. Only 5 percent of the
inservice respondents reported that they planned to partici-
pate in such Government programs.

The Duke University Physician's
Assistant Program

In recent years, there has been a proliferation of
innovative career programs, some especially designed to at-
tract medically trained veterans into civilian medical/health
careers. A variety of experimental efforts has the common
goal of alleviating the shortage of doctors by extending
their productivity through the use cf qualified assistants.
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one such effort is the Duke University Physician's
Assistant Program, a 2-year course of study, which deliber-
ately selected veterans because of their previous experience
in the medical/health field while in the service. Interest
was so keen when the program began ia 1965 that 600 men
applied the first year, although the first class was limited
to four students. This year, when only 40 were selected,
Duke received 3,500 inquiries and 600 applications. To be
accepted, applicants are required to be high school graduates
with a minimum of two science courses, and at least one year
of work experience in direct patient care. Although a few
applicants with only civilian health experience are accepted,
medically trained servicemen comprise about 80 percent of the
student becdy.

In the 5 years the program has been in operatlon, all
aspects of it have been studied and evaluated, and revisions
have been made. Selection procedures and criteria have been
altered, and curriculum changes have been made to provide
greater depth in the program's didactic phase and wider scope
to clinical experience. The job functions of the physician's
assistant are carefully circumscribed so that the assistant
learns to work under the immediate supervision of an employ-
ing physician.

Upon completion of their 2 years of study, graduates
are certified by the Duke University Medical Center. Neither
Duke University itself nor the medical profession have recog-
nized the physician's assistant by granting him a degree or
professxonal certification. To date, there has been no prob-
lem in placing the small number of graduates; however, plans
are under way to widen the scope of the Physician's Assis-
tant Program to include various medical specialties, arl to
boost the number of participants to 100 by 1971. The e .pand-
ed program, to be fully effective, must achieve academic
accreditation and professional and public acceptance of the
new career as a profession.

The MEDEX Demonstration Project

One interesting variant of the "physician's assistant"”
type of new career programs is the MEDEX demonstration pro-
ject, sponsored jointly by the School of Medicine of the
University of Washington and the Washington State Medical
Association. Supported by funds provided by the U.S. Public
Health Service, the specific objective of this new program
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is to use former military medical personnel to increase the
productivity of the doctor and thus to help alleviate the
shortage of physicians in the State of Washington, particu-
larly in rural countizs. The Washington State Medical As-
sociation, the Washington State Medical Education and Re-
search Foundation and a host of rural doctors have endorsed
the program. 1In 1969, 15 veterans with considerable medical
experience in the military were carefully selected to undergo
an ll-week university training course, followed by a year of
individualized instruction in a physician's office. Interest
was keen among veterans, and 80 applications were received
for the 15 openings.

It is intended that the physician-preceptor hire the
MEDEX at the completion of the year's training. Monthly
seminars held during the period of on-the-job training are
designed to supplement the learning acquired by the MEDEX.
The questions of legal status and insurance coverage, impor-
tant to health practitioners because of malpractice suits,
are still under consideration. The program is oo new to
be evaluated: the first MEDEX group will not complete the
preceptorship phase until September 1970.

Orthopedic Assistant Pilot Project

Another pilot project, begun at the Pacific Medical
Center of San Francisco, California in August 1966, is de-
signed to train individuals who have had training as ortho-
pedic technicians in the service as assistants to orthopedic
surgeons.

Originally, a training program of 4 months was planned,
with two students enrolled each semester at the start. The
objective was to round out the intensive training and experi-
ence the men had received in the military. Early in the
course of the project, it became evident that more careful
candidate selcction criteria had to be formulated, and that
there were difficulties in integrating the servicemen into
the civilian hospital situation. Among the changes institut-
ed in 1967 was a lengthening of the training period to 8
months, which permitted a curriculum of greater depth and
scope.

In evaluating the program and explaining the revisions
made, the Pacific Medical Center's Dr. Richard Schneider
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indicated that "the type of program that we were running was
not turning out a satisfactory assistant or what we had en-
visioned as being a satisfactory member of the allied health
profession. This was partially based on our inability to
adequately select men for the program and alse [on) the rather
fragmentary curriculum in a private hospital where all members
of the faculty were primarily engaged in doing something else
and only secondarily engaged in training the students" [54].
At the conclusion of the pilot phase in June 1968, the pro-
ject was redesigned into a 2~year program affiliated with the
California State Junior College System. The composition of
the student body is no longer limited to experienced ex-
servicemen.

The emergence of a new medical/health professional,
the physician's assistant, is one of the most promising de-
velopments yet in meeting the need for health manpower.
Physician's assistant programs are mushrooming. In July 1969,
there were at least 30 programs of this type, in operation or
in the planning stages, throughout the country. There are
considerable variations in the type of training provided. the
size of the student body, course duration, and sponsoring
agency. Some, like the Duke University and MEDEX programs
already described, seek out former military medical personnel.
A few, like the physician's assistant program at Wake Forest
University, accept qualified applicants in general, but give
as much as 2 years of college credit for training and experi-
ence in the military. Several programs are pilot projects.
Some will surely fall by the wayside, while others will be
altered considerably. Programs of this type which recruit
ex-servicemen are described in table 50.

Other Approaches

Other approaches offer more immediate returns in in-
creasing the transference of veterans to civilian medical/
health careers. The involveme~t of local medical societies
in recruiting veterans can bring quick results because of
their close contact with hospitals and other medical facili-
ties. The Santa Clara County (California) Medical Society
is acting as a clearinghouse in evaluating veterans' abili-
ties, facilitating job training and assisting the men in lo-
cating jobs. A group of Philadelphia hospitals and colleges
is sending recruiters to military installations in the area
to attract servicemen into paramedical careers.
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The Medical Laboratory Tech-
nician Program

To attract veterans to medical/health careers, oppor-
tunities must be made available both for jobs above the
entry level and foo career advancement. The National Commit-
tee for Careers in Medical Technology (under the auspices of
the American Society of Medical Technologists, the American
Society of Clinical Pathologists and the College of American
Pathologists), with support from the Public Health Service,
hgs developed the new position of medical laboratory techni-
cian.

With this new job level, tre field of medical technol-
ogy has a career ladder with three steps: (1) certified
laboratory assistant, requiring high school graduation plus
& year of training; (2) medical laboratory technician with
2 years of post-high school training -- i.e., an associate
degree or its equivalent; and (3) registered medical tech-
nologist, with 3 years of college-level education, including
science courses and a year of clinical training; in 1971,

A baccalaureate degree will be added to the requirements.
The American Society for Clinical Pathologists has worked
with the American Association of Junior Colleges to develop
a 2~year course of study to prepare medical technicians.

Besides making a career in medical technclogy more
attractive oy extending vertical job mobility, the National
Committee on Careers in Medical Technology has facilitated
veteran transference to civilian laboratories by crediting
their military training and experience. Beginning in Novem-
ber 1969, veterans who had had at least 12 months of military
medical laboratory training aid 2 years of college were
eligible for the certification exam as a laboratory techni-
cian. Prior to that, men who had completed the advanced
medical laboratory courses in the military could qualify only
for the entry level, certified lakoratory assistant (CLA).

Another significant proposal by the National Committee
for Careers in Medical Technology is the development of an
equivalency examination. It is proposed that the equivalency
cxamination be used by experienced military men to meet the
educational requirements for the new level of laboratory tech-
nicians. In effect, the value of their military training
and experience would be accredited to qualify them as medi-~
cal laboratory technicians if they passed the equivalency
exam.
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. Action by State Licensing Agencies

A few state licensing agencies have also taken action
to increase the crossover of medically trained enlisted ser-
vicemen. In 1968, the New York State Board of Nursing Ex-
aminers ruled that "graduates of four Military Corpsmen
Schools located outside of New York State and non-accredited
by either their domicile state or New York State will be per-
mitted to take the R.N. examination without further study"
[56, p. 5]. 1In California, too, the legislature has changed
the Nursing Act so that certain ex-servicemen with military
medical/health training, by virtue of their experience or
education, are eligible to take the State Nursing Licensing
Examination. Such changes in licensure laws, especially in
the field of nursing, can considerably increase the number
of veterans who transfer to civilian medical/health careers
in the immediate future.

The Role of the Military

The military also has taken steps to assist the vet-
eran in qualifying for civilian medical/health employment.
Some military training courses are acknowledged to be excel-
lent, and graduates are eligible to take gqualifying examina-
tions for licenses or certification.

As was mentioned earlier, graduates of the advanced
medical laboratory course in the Army, Navy, and Air Force
are qualified as Certified Laboratory Assistants by the
American Society of Clinical Pathologists without fuicther
examination. In addition, each service offers at least one
ASCP approved medical technology course to enlisted men with
collnge backgrounds. Successful completion of such & course
is credited toward meeting the eligibility requirements for
the ASCP medical technologist registry examination.

The Army offers several advanced medical specialist
courses at different Army hospitals to train enlisted per-
sonnel for the 91C military occupational specialty. Grad-
uates of eight such courses are recognized by the =tates in
which they are offered as meeting the educational requirements
to take the state licensing examination for the practical
nurse. To the extent that reciprocity exists, men who pass
the licensing exaaination are qualified as LPN in a number
Of states.
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Summarx

There are several types of programs now in effect to
facilitate the transference of medically trained enlisted
men to civilian medical/health jobs. Information, counseling
activities, new career developments, changes in legal and
professional standards, and imprcved military training play
an important rcle in these efforts. Actions by civilian
medical organizations, educational institutions, Government
agencies and the military are influencing servicemen to de-~
cide in favor of civilian medical/health careers.
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VII. POLICY AND PROGRAM RECOMMENDATIONS

Introduction

The results of the survey point to a variety of poli-
cies and programs for the military and civilian authorities,
public end private employers, the education system, and pro-
fessional organizations designed to increase the frequency
with which veterans of the military medical services elect to
enter civilian medical/health employment, and the degree to
which they are able to utilize their full capabilities.

The public interest in using these men in a civilian
capacity is clear. They represent a supply of human capital
which will be lost if it i3 not used. The careerists repre-~
sent a highly cultivated resource; the noncareerists, a less
cultivated but far larger one. There is embedded in them a
sizable public investment in skills which are much in demand
to meet acute civilian manpower shortages. Tens of millions
of public and private dollars are spent training civilians in
these same skills, and even so, the supply does not keep pace
with the demand. To the extent that "ready-made" skills can
be captured, accepted, converted, and amplified for civilian
use, much can be saved in time and money, and medical care can
be improved. These considerations, of course, are in addition
to the public obligation to help veterans of the Armed Forces
to find appropriate and profitable careers.

In formulating recommendations for such policies and
programs, we are mindful that this has been a study of trans-
ference viewed largely from the supply side. The analysis of
the operative factors in transference, and even of the bar-
riers impeding it, has been based on the characteristics, be-
havior, and perceptions of the men who comprise the potential
supply. Moreover, the study decals with only one aspect of the
supply of civilian paramedical pérsonnel and, up to now, a
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minor one; the diffuse system of paramedical education and
training in the civilian sector could not be covered.

Information on the characteristics of the demand has
been mainly inferred from some of the factors affecting trans-
ference. The terms of reference did not extend to a study of
demand per se. Consequently, some of the recommendations may
suggest practices already being followed in some places or
institutions (unknown to the veterans irterviewed), or may
require validation or elaboration by equally intensive studies
of demand factors. Nevertheless, the conciusions (indeed,

well-known characteristics of the demand: that it is ubiqui-
tous; that it has been growing rapidly and in new directions;
and that in many places and many occupations, it is unsatis-
fied.

. For some time -- and in nany paramedical occupations --
the demand price has been considered below the level of the
marke* for comparable occupations in other fields. On the
othe hand, many of the demand specifications of education,
training, experience, and capabilities are established and
enforced by professional organizations who are not themselves
enployers, but who effectively control employers' hiring
standards by institutional force or by force of law. Profes-
sional organizations, generally, have been rather slow to
accept expanded use of paramedical personnel or to assign
them expanded functions,

The policy and program conclusions also proceed from
the proposition that it is the function of the military to
train their paramedical personnel primarily to perform the
medical missions of the Armed Forces -- the care of members
of the Forces and the dependents of some of them -- and that
the quality of this care generally is as good as that gener-
ally available to the civilian population. It cannot be as-
sumed, therecfore, that the training and capabilities of mili-
tary medical personnel as a whole are at all inferior to
those of their civilian counterparts, or that the modes of
use of paramedical personnel by the military result in infer-
ior care. Indeed, the burden of proof must be borne by any
who contend the contrary.

It does not follow that, occupation by occupation,
military and civilian training and capabilities are identi-
cal. The military missions include some functions which have

Q
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no civilian counterparts, and vice versa. In some occupa~-
tions, differences in the organization and delivery of medi-
cal and health services may result in differences in the

scope and content of training and experience which impose
substantive (as opposed to institutional) barriers to trans-
ference. We would expect these cases to be the exception,

not the rule. Where th.s is established by comparison of the
objective content of paranedical training and experience,

and where it is found that, as & result, the capability of
military paramedical personnel does not coincide with the
functional requirements for civilian medical/health service,
it should be the responsibility of the civilian sector to
provide the additional training necessary to make use of
separated military personnel. The training obligations of the
military do not extend beyond what is necessary for efficient
performance of their medical mission. On the other hand,
where the organization and delivery of medical/health ser-
vices in the military have demanded training and experience

of paramedical personnel in some occupations beyond the civil-
ian standards for comparable occupations, it affords the op-
poertunity for the civilian sector to examine and, where neces-
sary., to modify its practices to permit the utilization of
scarce and needed skills.

The more common situation may be that in which the
occupational capabilities of men trained in the military
coincide with the requirements of the corresponding civilian
occupation, but in which the modes of occcupational prepara-
tion, and thus the formal requirements (e.g., formal educa-
tion), may be different. It is assumed here that in such
situations the military and civilian authorities »ave a
joint responsibility for reviewing paramedical capabilities
developed in the occupation as it occurs in the military,
and determining their application to the occupation as it
occurs in civilian practice.

Policies and Programs

The prima tacie case for transfer and some of the im-
portant preconditions to transfer have already been noted.
The barriers to transfer, as inferred from the analysis of
the responses and behavior of the men themselves, have also
been examined in some detail. Their suggestions for making
transfer ecasier and more attractive have been noted. Obser-
vations and recommendations drawn from the preceding analysis
are prescented in the sections that follow. These are addres-
sed to the "agent" (military, civilian government, civilian




152.

employers, etc.) presumably able to take the action indicated.
The recommendations cover policies and actions both before the
men are separated and after. The distinction between career-~

ists and noncareerists is observed where appropriate.

Requisite to any successful effort to increase the
rate of transfer is a mechanism for continuous communication
and collaboration between the military, as the producer of
the skills, and the various organizations representing the
putative civilian employers -~ the hospital associations;
the medical, dental, and nursing associations; the Civil Ser-
vice and Government employers; and the educators of paramedi-
cal personnel. Such a mechanism is necessary, in the first
place, tc inform the civilian organizations of the exact
scope, ccntent, and quali.y of military medical training and
service; in the second place, to set in motion the various
investigations and programs to facilitate the absorption of
the paramedical personnel after separation; and, finally, to
provide a means of keeping programs under review and evalua-
tion.

We suggest that the Department of Labor and the De-
partment of Health, Education, and wWelfare jointly convene a
continuing conference of interested organizations with the
military, and that this conference map out the steps in a
program and set up standing working parties to detail the
pPlans and assignments for making programs operational. The
conference and its working parties should constitute a per-
manent mechanism for communication and for solving problems
as they arise in the operation of the several programs.

The Military

Tt seems that, considering the quality of the military
rmedical training and of the military medical services, the
military authorities are justified in taking a strong initia-
tive in obtaining from civilian employers recognition of the
functional capabilities of military medical personnel, to
lmake it possible to overcome the formal barriers that stand
in the way of their employment in civilian medical/health
work.,

Public Information Program

The military could enhance civilian recognition of the
capabilities of military personnel by a continuous public .
information campaign to acquaint the relevant civilian hiring
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authorities, medical organizations, and institutions with

(1) the details of military medical training for generalists
and specialists at all grades: and (2) the requirements which
paramedical personnel must fulfill as they gualify in their
respective grades and specialties. This would build apprecia-
tion of the guality of military paramedical personnel and
facilitate comparisons of military and civilian requirements,
for a realistic (as opposed to formalistic) appraisal of
veterans' capabilities for employment at their highest skill
level. :

Evidences of Capability

It is repcatedly observed that civilian authorities
and prospective employers of discharged military paramedical
perscnnel lack sufficient information about their military
training and experience. To a great extent, this information
gap could be bridged if the personnel were provided written
evidence which would inform prospective employers precisely
of their paramedical capabilities. The evidence might take
a numrer of forms. For example:

. A certificate of diploma specifying the
training successfully completed, exam-
inations passed, and occupational titles
earncd.

. A detailed transcript of content and ex-
tent of courses completed and clianical
training.

. Job descriptions and durations of prin-
cipal assignments, with performance
ratings and references by professional
(commissioned) supervisors.

Satisfying Civilian Rcequirements

The assumption that military medical training and a2x-
perience qualify men for civilian employment rests on the
similarities of military and civilian medical/health services.
These similarities suggest the usefulness of continuing con-
sultation and collaboration between military and civilian
medical authorities to examine in detail the training and
exprrience underlying the several classes, grades, and
specialties in the military medical departments. The objec-
tive would be to arrive at civilian equivalents of the
several military classifications, thereby establishing a
basis for acceptance of the military qualifications as
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evidence of eligibility for employment or for taking gualify-
ing examinations [57]). This is particularly important in
cases of men with long service whose skills are hijhly de-
veloped, but whose formal education rmay have been substan-

tially completed at a time when education standards were
lower.

If it is found that in specific classes relatively
minor modifications of military medical training or qualify-
ing requirements would satisfy the civilian requirements,
and if such modifications were judged by the military to be
beneficial to their service or not unduly burdensome, mnili-
tary practices could be adjusted accordingly.

Where it appears that career service in the military
medical departments will not fulfill certain formal educa-
tion requiremerts that would permit the men to utilize their
highest skills in civilian medical/health work after separa-
tion, the military should offer the necessary courses through
established inservice education facilities, such as the U.S.
Armed Forces Institute, or by arrangement with accredited
civilian facilities.

The Military Career Ledder

More than any other U.S. medical system, the Armed

Forces medical departments rely on a career service to sup-
ply them with the higher grades of personnel up to, but not
including, the professional (commissioned officer) level.
Enlisted personnel can attain the rank of registered nurse .
while on active duty by being assigned to complete a standard
= to 4-year course in a recognized civilian school of nurs-
ing. If it were readily possible for erlisted personnel to
rise through the ranks to a commissioned professional grade,
the carcer service would be strengthened in two ways: (1) by
providing an internal source, it would ease the recruitment
difficulties in some of the higher grades (e.g., RN); and

(2) by making careers more attractive, it would encourage re-
enlistments of the better personnel. By the same token, it
would benefit the civilian medical/health system. If the
military trained more of its professional personnel, it
would reduce by that much its drain on the civilian supply.
Moreover, as these personnel reached retirement, they would
become available to the civilian supply with a prospect of

15 or 20 years of useful service.
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We recommend that the military consider extending their
career ladder to include professional occupations for which
the requirements do not exceed the baccalaureate degree. Pre-
sumably, this would include not only an extension of inservice
courses and clinical training, but also some formal academic
training, which could be provided through USAFI or by arrange-
ment with accredited institutions. The degree conferred by
the military would thus enjoy a standing equal to any other,
especially il it entitled its holder to a commission in the
Armed Forces. The effort would be worth making, both to en-
hance the capabilities of men in the services, and to capture
for the civilian medical/health system those enriched capa-
bilities and experience of the career professional men.

The Transition

An efficient use of military manpower requires con-
centrated effort to retain trained medical personnel, by in-
ducements to reenlistment and by service obligations as a
condition of advanced training. In the long run, however,
the prospect of rewarding civilian employment as a consequence
of more training and experience may act as a significant in-
ducement to longer service and benefit the military as wz2ll
as the men.

In any event, at least as long as conscription is
(directly or indirectly) a major source of recruitment, it
seems inescapable that a large majority of military medical
personnel will elect to return to civilian life as soon as
i:heir service obligation has been fulfilled. Once it becomes
clear that a man, whatever his length of service, is not
going to reenlist, it is in his interest and the country's
that the military authorities cooperate in every feasible
way to encourage and facilitate his transfer to civilian
medical/health work. This means, in addition to providing
credentials of his capabilities, as outlined above, cooperat-
ing in providing maximum exposure to the medical/health em-
ployment opportunities appropriate to his capabilities.
Project Remed was aimed at doing this, but as we have noted,
it has not worked as well as was hoped. (Not primarily, it
must be said, because of lack of cooperation of the military.)
Another approach is through Project Transition, which re-
quires more extensive cooperation of the military in permit-
ting men still in the service to take advantage of (nonmili~
tary) counseling, education, and training opportunities in
the last months of service.
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Basic to the success of any transitional program are
two steps in which the active cooperation of the military is
essential in (1) disseminating very specific job information
to the men; and (2) directing dealings between men about to
be separated with authorized representatives of prospective
employers. These steps will be possible -~ and effective --
only to the extent that the military facilitate the exten-
sion of the civilian placement process into military estab-
lishments well before the time of discharge. This will re-
quire, at a minimum, the designation and instruction of of-
ficers with primary responsibility for making the system
work, and the designation of facilities where counseling and
referral activities can be conducted.

Practices Conducive to Trans fer

Military practice in the selection and use of para-
medical personnel can affect three characteristics which
the study found related to transfer rates:

- Transfer rates were found to be higher
among men who reported preservice interest
in medical/health work. To the extent
that it is feasible for the military to
select such men into the medical depart-
ments, their likelihood of transfer to

civilian medical/health work after ser-
vice would be greater.

- EXperience in moonlighting is positively
correlated with transference. It broadens
the serviceman's experience, and fills a
civilian need. It would seem generally
beneficjal if the military would establish
working relationships with civilian hos-
pitals near military medical installations
to facilitate and systematize arrangements
for moonlighting.

- Many of the respondents indicated their
dislike of housekeepin duties, and this
colored their attitude toward medical/
health work. Employing nonmedical per-
sonnel for such duties or contracting it
out, as is done by some Air Force instal-
lations, would be consistent with the
efficient utilization of military para-

medical personnel as well as with attitudes
favorable to transfer.
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Action Recommended to Government

In its capacity as provider, consumer, and financial
intermediary of medical care, and as representative of the
public interest, government at all levels has a unigue and
overriding responsibility for medical manpower. The present
cycle of growing shortages and rising costs is in large part
the consequence of belated government decisions to bring
medical care within reach of many who previously could not
afford it, combined with even more belated moves to expand
the supply of manpower to provide it+ To put it in economic
terms, by financing the medical care of millions of people,
government has altered the demand fuaction, which is rela-
tively elastic to changes in income and price, without taking
steps necessary to expand the supply, which is relatively
jnelastic. The result has been both a shortage of supply
and an inflation of price. The national commitment to en-
large the availability of medical care to encompass all who
need it implies a commitment to enlarge the supply of re-
sources, including manpower. Recognition of this by execu-
ti ‘e ard legislative branches of government, and in all
gosernment activities affecting the supply of medical re-
sources and their use, is a prerequisite for successful pro-
grams of transference. Without this commitment, it is doubt-
ful that any of the mechanisms proposed will work.

Civilian government can play a cual role in facilitat-
ing the utilization of discharged military medical personnel
in civilian medical/health services. On one hand, govern-
ment (Federal, state, and local) is the largest civilian em-
ployer of medical/health personnel, and in this capacity has
a primary interest in the supply of medical manpower. On
the other hand, government is in many respects uniquely able
to provide the framework and many of the services necessary
to facilitate transfer.

Government as an Employer

To a greater extent than private employers, government
as an employer of medical manpower is able to prescribe and
standardize specifications and requirements for employment in
medical/health services. In this respect, government is in
a position somewhere between military and private services:
it cannot create its own occupational structure and assign
functions in a largely self-contained system, like the mili~-
tary; but it is not subject to all the constraints -- legal
and institutional -- that govern private medical/health ser-

vice. It can prescribe its own job specifications and the
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rejuirements for eligibility for employment. It can place
its own assessment on military medical training and experience
and the degree to which they may supplement or substitute

for formal educational requirements. Technically at least,
it is bound by (other than Federal) standards of licensure
and certification only to the extent that it chooses to be;
it could, in fact, grant its own licenses and certificates.
It is not liable at law in the same way as private purveyors,
or constrained by requirements for insurance. In sum, sub-
ject to the canons of good medical/health practice, it can
experiment with the use of military medical personnel in
civilian facilities.

As noted, the Federal Civil Service, at least, has
taken some steps in this direction. Faced with the need to
recruit for Federal medical/health services, it permits, to
some extent, the substitution of military training and ex-
perience for general or special education in a number of
speciaities, based on an evaluation of the individual candi-
date.

The Civil Service, the Public Health Service, and the
Veterans Administration, acting jointly with military and
civilian professional organizations, should systematically
review the content of both the training and experience of
all classes of medical military occupations and the job
specifications and requircments of Civil Service medical/
health positions. The purposes of this review would be
(1) to determine specifically the maximum extent to which
military training and experience can be accepted toward meet-
ing Civil Service requirements; and (2) the maximum extent
(consistent with good practice) to which the Civil Service
position requirements can be modified to permit military men
to qualify more readily on the basis of their demonstrated
capabilities.

The Federal Civil Service should accept certificates
of capability issued by the military (suggested earlier) as
evidence of "accredited" education, training, and experience.
Where such documentation attests to competence in a speci-
fied occupation, it should be accepted as such for purposes
of Civil Service qualifications.

After this determination has been made and agreed to
Ly the Federal agencies, the Civil Service should circulate
to all paramedical personnel who have decided to leave the
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sexvice 2 “catalogue” of Jrvil Service opeunings fox which the
severai wilitary classvs cas gualify on the kasis of their
military zervice alone or with 2 minimal amcunt of additional
education or training. 'This zhould be the basis of an inten-
sive recruiting, examining. and yeferial procedure ¢ eXpe-
dite the btraasfor of now Lo spacilis opondngs upon theix
separation.

There arc two persSuasive reasons for making this ef-
fort. iIhe jobs. for which nuncareer veterans qualify under
present Civil Service specifications arc very often so low in
grade that they cap nesther atiract these young fen nor use

heir capabilitics. Acooss wo higher grades woeuld raise the
ratos of iranafecence. orcover; nodsfications of current
practices, to poralt greatsr use of military wmanpower, could
procee? faster in civil servics than in private cuployment
Locause there are fewer ooustraints. If this were done, it
could pave the way Lo madrfications in state and local govern-
ments and amoug private ampiloyoess.

sovern™ i employviaant could also provide an opportuni-
ty for resitructuring of tihan Federal paramedical occupational
hierarchy and for the construaction of a career system, com-
bining work with on-the-job and cif-the-job training. The
importance of career bhrospates in attiraccing young veterans
to medical/heallh work wers noued parlier. Public health and
VA facilities, with stanamrdized pay rales and tenure, offer
ocpportunities for structurzed uork training programs that
could lead to nrofessional raink below the rank of physicians
and dentists., To permit career veterans to take advantage
of these, it woull be necessary to excmpt them from the pay
restrictions on Federal employment cf rotired personnel.

governmen: Progrems to
Facilitate Transition

e vicissitudes of Project Remed and Project Transi-
tien have sliready bern poted. It seems clear that changes
are required in the Federal Govecrnment’s programs to capture
more fully the investment in military medical manpower to
alleviate the civilian shortages. It scems to us that ex-
perience with a variety of jobs and rraining programs suggests
that the likelihoed of success -- defined as high rates of
placcment and a high degree of utilization of capabilities =--
i3 increased aceerdingly os the recruiting and training are
more spacifically related to ihe capebiiities of individual
applicants and the availability of particular job openings.



160.

It is one thing to announce that military paramedical special=-
ists of a certain class and grade can qualify for certain
civilian hospital occupations (or training programs); it is
another thing to tell a medic or corpsman a few months before
separation that he will be hired in this or that opening in

a particulsr hospital (or training pregram) under specified
terms, with specified opportunities for advancement under
specified conditions. It is our view that a remodeled Pro-
ject Remed or the applicaticn of Project Transition to para-
medical personnel ust contain these elements.

A successful transition procedure rests on an informa-
tion program for wmaking known available job openings and
candidates able and willing to fill them. An essential ele-
ment in such a program is a roster of job openings suitable
for men with military paramedical training. The compilation
nf such a roster requires a nationwide effort to infocm major
employers (mostly hospitals) categorically of the capabili-
ties of paramedical personnel, and to solicit particulars of
openings in employment or employment~cum~training. Whether
done by the U.S. Employment Service or by the U.S. Public
Health Sexvice, it requires a specialized system, using per=-
sonnel thoroughly familiar with the coperation of medical/
health facilities and with their occupations, as well as the
table of equivalences of military and civilian paramedical
occupations menti.. ed above,

Matching the offerings with the capabilities, earnings
requirements, career plans, location preferences, timing, and
other individual stipulations of applicants is the otherx
Principal component of the program. This presupposes a de-
tailed classification system, capable (by computerization)
of translating the specifications of the offerings into the
corresponding specifications of education, training, and ex-
prraience of the men. By these means, the men can be informed
¢ the range of offerings for which it is useful for them
¢ apply. Those who apply for one or more openings will then
have to be interviewod at continental military bases and pre-
selected for ccensideration by prospective employers. This
interviewing also requires a thorough knowledge of both mili-
tary and civilian medical occupations and their requirement:..
The procedure would be the same whether the openings were for
employment, training, or a combination of both.

The final stage brings the applicant into direct com-
municaticn with the offerers (by interview, if practicable)
to permit exchange of details and credentials suf ficient so
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that oiffwve oould be mads Jicady, and favmly aczeptad. XN
many oases, thie wmight be o wail in advance of separation,
and mioit bo conditionel op comploticon of some additional

unit of oducatior T oxperronca,  In ather ases, the arranga-

hd - . -
ment aigho awest the anniioool’s separation.
£

Tn suggasting thie Yiad of ngeration, we are wall aware
that iL would Le complax and cosidly. EBven if it were operated
through the facilities ol the U.S. Fmployment Service, it
would irequire a sepacate aystem, noet a byproduct operation,
with trained. cp2eoialized permonnel. Bul if the cosis ware

O 1., H e S e e ey s . PR TR, = .- ~ - Ly e
crect, the henefits might b arcater. I the transfer rate
conls Lo raiced Trem o cnoud TR pepsoan D OAas mitals an 40 percent,
A~ - - - . ped . ) . . R o . PO . .- — ool gy

NSO EELER BERTS L AL AN S R T LIS S AL IR .::;,,:‘._n_.Ll‘;- oy Lhe madical man-

Lwerit o supply and cecons @ varge anvestment Lo Lhaws R aining

and exu g T im o ualilede mims oo comparatle supply could
i > - s o3 . T oany e aevee . e e - - o a Aay oo
Lo abtaitped tloough conventional yaomuiimant anc Lraining, ox-

cept at substartially grrater cost.

: L eLed miiitary medica i personnel
who are One-tormers, with the gualities and caupabilities
characteristic of them. Tho caisel Wk, though far less nun-
arous, cuepresent a very much raghes crder ol capapilities,
which ought to ko assinilated into “he civilian medical/health
system more readily, and at a higher level. Because of the
velativel, zmall numbers oL thase wen: the vecords of all of
them should ke cirusuiated nationwide through the placcment
agency to prospective employers wcll befove their retirement,
to generate cifers ol ewployment,. Evaery one of them should be
interviewed aga.nst suitablz openings. Efforts should he made
to put them in dirvect communication with prespective employers
as early as poassible, '

Bhat hao beon 3214 dlove has pedch dgirected mainly to
Ce € Ny

s Al-add persent of vl

Wo recornend that consideraticn be given Lo legisla-
tion te ~uthorize Tederal cevrtificates and licens2s in recog-
Aitioa of ecusat oo advancad #ad apcialized training, and
matisfactorily complated experience i omilitary medical ser-
vice. These credontiale wonld pe the equivalents of those
conferred by civilian authorities, and would be valid through-
out the United States. TI'or this purpose, an examining board,
with aspecialized panels, could be established jointly by the
military and the U.S. rublic Health Service to formulate the
training and experience reguirements for certification and
licensure, and to pass oa applications for licensure or cer-
tification., In this conneciiorn. veterans' education benefits
should be available to men while they conplete education,
trairing, or clinical experience tc saticfy requirements.
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Civilian Fducation and
Training Programs

Noncareer.ists. The need for additional ednration and
training to qualify for promising civilian medical/healti.
jobs was one 2f the harriers most freguently cited, especial-
ly by noncaresrisits. Even it civilian requirements were
totally realistic and gave full credit for capabilities ac-
quired in the military, the younger men, particularly, would
need to be able to pursue education and training to fashion
careers commensurate with their ambitions as well as their
abilities,

There are various ways in which they can do this, as
we have noted earlier, but most of these entail problems that
make transfer more difficu.t. If they enter conventional
education institutions, they face a long period of little or
no income except the rather meager GI benefits; moreover,
they will be required to complete academic work only remotely
(Lf at all) related to the pursuit of their medical/health
careerc. If, on the other hand, they take medical/health
jobs such as they are able to get, for the sake of earning
and experience, they may find it difficult to acquire the
more advanced education and technical training required for
progressive advancement. In a few pilot projects, Public
Health Service grants have made substantial stipends to
trainees pecssible, but the enrollments of these are limited.

The responses of the men surveyed and the review of a
number of programs both suggest that, generally, the most
promising type of program is that which couples employment
and on-the-job (clinical) training with technical instruc-
tion, to enlarge the employee's capabilities for performance
and advancement. Experience suggests that to be successful
these programs must offer not only a supervised work situa-
tion but a structured, phased program that includes both in-
struction in progressively advanced clinical work under
didactic supervision and a classroom curriculum of technical
studies, with periodic examinations as the basis for advance-
ment. Such work-training programs need to be administered
through teaching institutions, normally hospitals with es-
tablished capabilities for training medical and paramedical
personnel and an association with an accredited university
or college science curriculum. Experience indicates that
without these the training programs tend to be sporadic and
haphazard, and advancement too slow and uncertain to develop
the needed capabilities and to hold the most promising young
trainees.
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In & program of thas iund, bhe employee-tralnse should
. be able o be at least scif-supporcing from his sarrniags plus

raining stipend or partisl GI berefits. The earnings records
of the youra men in the cusvey sujgest incorves in Lhese2 pro-

grans aced to averade aopout 3500 o $500 & month fon o 1968
basiu; &0 equel lheir Y"enoply poice.” or opporturiiyv o cost.
The ladder of advanvewnent should he such that nmost can expect
to earn twice as much uvitimately. and the best can expect
much more.

Programs such as those described, designed to buildd
on the acquiresd nagdical capabilities of voeverans, ara Tew.
To expand tha opportunities to azcommsdate o substantially
larger numbss ¢ rroaasioeress will reqgquire a vigorous eiffort
by the husnitals and che nedicel proiession. with Government

hi

ancmiracencnt. and saprort. Jhile the hospitals ¢an be ex-
pected to pay tully for tue services performed by the train-
ons, the cosie of approved training and educakior should be
borne by the Governrieni, a3 in other manpower -cevelopment
programs.,  We recommend that the Dapartment of Labor and the
Public Heaith Serviaa Jraw up such a wroygram in collaboration
with the hosvital and medical associaciony, and se2h authoriz-
ing legislation (if noccssary) and funding.

For noncar2erists wishing to pursue adgvanced paramedi-
cal education, there esists aan increasing variaty of post-
secondary curricula leading to associrte or bachelor degrees
in paramezdical specialties. Some of rhese are said to be
successful in the sense that the participants acquire addi-
tional knowledge and skills, and their graduates find employ-
ment in the specialty f£o2r which they were trained.  These
courses can enlarge the carabilities of ycung noncareer
veteran nedics. but (as atrcady noted) they give him little
or no credit for what i has learuned in his military medical
service, In this weonect thov arve perceived as & barricr
rather than an aid to transfer, until the nedical professions
and the educators qive oredit for capabilities already
acguired.

some of these courses are given on sc small a scale
as hardly to be economic (except as pilot projects). Here
it would seem the civilian training could profit from the
example of the military in pooling training at fewer points.
We believe consideration should be given Lo arrangements be-
tween the pepartment of Health, Educaticon, and Welfare and
organizaticns of medical and dental specialists for contract-
ing training of designated paramedicai specialists at




designated points vnder cooperative arrangements with hospi-
tals or hospital associations. The area served by such pools
might vary from a metropolitan area to a state or region, de-
pending on the numbers of specialists required.

Careerists. For the careerists, the c<ituation is
rather different. It is here that there is both the great-
est opportunity and the greatest need to structure new occu-
pations to capture and utilize the very considerable skills
already acquired. These men are generally too experienced
to be treated as trainees and too old to enter on a protract-
ed period of higher education. There are many substantial
jobs for which they ought to qualify with a minimum of addi-
tional training or education, if any is necessary to fill
some specific gap in their gqualifications. They are various-
ly qualified to enter general patieat care, a range of
specialties in direct and indirect care, and medical adminis-
tration in hospitals, outpatient clinics, laboratories, etc.
Training, for them, must be thought of in terms ¢ on-the-
Job orientation to work situations for which they are already
largely qualified, or in terms of mastery of certain techniques
or subject matter specific to the work.

The responsibility of the Government. From what we
have been able to learn of the demand for veterans in para-
medical employment, it will take a good deal of encouragement,
prodding, and support from the Departments of Labor and HEW
to bring into operation the kinds of placement and training
programs sketched here. There is, of course, a widespread
unsatisfied demand for paramedical personnel of many kinds,
but absorbing large numbers of young men who have been train-
ed in a different system may require more adjustment than
many institutions are willing to make. Rather than employ
and retrain these men, or complete their training, institu-
tions may prefer to take degree graduates from colleges and
universities whose courses have been tailored to fit the
medical institution's specifications. This tendency may be
reinforced by the disinclination of financially burdened
medical institutions to incur the costs of training and to
adjust practices and pay levels to make use of veterans.

The Government has already taken some steps to en-
courage transfer by grants to support pilot projects. More
such projects will be required in a variety of forms and
specialties to demonstrate to the medical professions and
institutions what can b2 done, and how. Since the demonstra-
tion will encounter much inertia and many delays, the process
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should be prosecuted vigorausly. Une way of speeding it would
be through installation of employment and training in Govern=
ment facilities, and we recocmmend chat this be done.

The usefulness of these men has been proven not only
in the military, but in civilian eicuations where they have
peen used in a variety of paramedical and administrative
capacities; 1in medical/surgical care, in paramedical special-
ties, in technological specialties, in hospital and clinical
management, in emergency and ambulance service. etc. The
conversion of these skilis through specially designed jobs
and spot training will yield a quick payout in meating cur-
rent shortages, ana shoulid have 2 high priority amonyg civil—
jan medical trairing programs of the Government. the training
institutions, the hospitals, and the medical and dental pro-
fessions.

Actipn Recommended to Civilian
Emp loymant

iicugh government Cau iniviate, demonstratce, facili-
tate, and support & variely of programs {or transfer of
military paramedical personnel, and can use its own facili-
ties as models, a vrignificant increase in the assimilation
of these men into the civilian medical/health services de-
pends on the ability of private facilities -- notably hospi-
tals ~-- to absorb them. As we have noted, this may present
difficulties and will require det~rmined efforts and ingenuity
on the part of medical administratoxrs and staffs.

Utilization of hilitary
Paramedical Manpowex

suceessful assimilation prosupposes a job structure
which will permit efficient utilization of the capabilities
acquired through training and experience in the Armed Forces.
Tryinag to fit men released from the military medical services
into the cxisting structure on the basis of customary reguire-
ments may result in underutilizing their capabilities and
leading them into subprofessional dead ends, thus discourag-
ing their cransfer to civilian medical/health work, especial-
ly patient care. It will therefore be necessary to create
classes of jobs which can be filled by mer from the military
on tLe basis of their full capabilities, however acyuired,
witu career opportunities on the pasis of further training

and experience.
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This wiil reyguire a detailed analysis of the hierarchy
of functions in the various branches of medicine, dentistry,
and public health to identify those that can be assigned to
Subprofessional personnel, and the functional prerequisites
for performing these jobs. This is alr-.ady being done in
some specialties (e.qg., orthopedics, anesthesiology, rural
medicine) with Public Health Service support, preparatory to
defining the functions of subprofessional assistants and the
qualifications required of them. The same approach can be
used in other branches of inpatient and outpatient care. The
possibilities in community health service, followup home care,
and emergency service would :eem particularly interesting.
However, to meet the most urgent needs, suitable (and accept-
able) occupations would have to be identified in direct medi-
cal and surgic#l patient care in hospitals and clinics.

In designing occupations to be filled by former mili-
tary paramedical personnel, two criteria are governing:
(1) the jobs should relieve the shortage of civilian profes-
sional and technical personne! as far as the capabilities of
the former military personr=l permit; and (2) the jobs must
use these capabilities and offer attractive prospects to the
former mil.tary personnel. The two criteria are interacting:
only insofar as the use of these personnel "extends" the
skills of scarce civilian professional and technical manpower,
and thus makes them more productive (i.e., able to serve more
patients better), will the employing institutions be able to
offer pay and other indvcements to recruit personnel being
separated from the military. Purely from the point of view
of the civilian economy {leaving aside the obligation to
further the well-being of the veterans), there is little
benefit (and perhaps a net cost) in attempting to place mili-
tary paramedical personnel in entry jobs with limited pros-
pects. Indeed, the costs of placing and training unskilled
workers from the civilian labor force may be ‘lower. The value
to the country derives from converting the military training
and experience to its equivalent in the ability to perform the
tasks of civilian medical/health work in which the demand for
manpower cxceeds the supply.

Thus, the basic and most numerous military medical
class (the Army medical specialist and its Navy and Air Force
equivalents) is at least as well trained and usually more ex-
perienced than the graduate of the licensed practical nurse
training course, and many are equal or superior to advanced
grades of licensed practical nursing. Depending on the ex-
perience of the individual, they are capable of performing
many tasks in support of doctors and nurses. Such tasks
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need to be organized into a hierarchy of occupations =-- based
on civilian needs and military capabilities -- of the "tech-
nician" and “"assistant" varieties, with their own titles,
duties, requirements for entry and lines of advancement. If
this can be done in military medicel sexvice, there are prime
facie reasons for assuming it can be done in civilian medical/
health services, even where it has not been done in the past.

Even strictly by economic criteria, it would seem to
be worth doing. According to the Public Health Service, it
costs more than $4,000 (exclusive of facility and equipment
costs) to train an LPN, and about $1,600 more for the addi-
tional advanced training [53). Facaed with trainiiy costs
like these and a shortage of training facilities and person-
nel, there are clear advantages in utilization of skills
ready-made by the military. A similar case can be made fo:
laboratory technicians.

At the other end »f the scale are the careerists, with
histeories of several training ccourses and varied experience.
The creation of an occupational class to fit the broad capa-
bilities of these men is illustrated by the "purser-pharmacist
mate” of the Public Health Service, who is neithexr LPN nor
RN, but apparently an assistant doctor [58). The duties at-
tributed to this title clearly presuppose a great deal of
clinical experience in patient care as prerequisite to the
9-month training course, which apparently costs about $2,000
and can be combined with work [59].

This kind of systematic job planning requires resources
beyond the ability of a single institution. If a framework
were available, large institutions or regional associations
could adapt it to their specific purposes. We recommend
that the Public Health Service, with the assistance and sup-
port of the several national professional associations repre-
senting the branches of medicine and dentistry ancd the hecs-~
pitals, undertake as quickly as possible to construct a
series of occupational hierarchies of paramedical personnel
tailored to the capabilities of the several classes and
grades of mer being released by the Armed Forces, as a basis
for both recruitment and utilizaticn of these men.

Planned Recruitment

To participate in the recruitment system proposed
earlier in this chapter and to avail themselves of its
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benefits, privatn employers o paramedical manpower will have
to determine their requirements well in advance and in some
detail. They wiil have to examine their pay rates and other
terms of employment in relation to the market for the kind

of men they are trying to recruit. And they will have to be
prepared to make firm offers several months in advance aof
employment. These cperations are probably most efficieatly
carried out by consortia of employers with similar specifica-
tions, and it is suggested the organizations of general and
specialized facilities undertake to perform this role: state
and metropolitan associations of hospitals, clinics, extended
care facilities, or medical and dental specialists.

Competitive fay

As we have noted, the analysis of earnings expectations
and earnings expericneces of men relecased in the late 1960s sug-
gests that those who were abie to £ind suitable jobs in medical/
health work were eble to ecarn somewhat more (on the average)
than those whc¢ took jobs in other fields -~ amounts not great-
ly different from their prescparation expectations. But most
of the men ~-- 80 percent of noncareerists and 60 percent of
careerists ~-~ were deterred from transfer by a variety of
factors, of which the most conspicuous wa: their inability to
obtain the recognition for their training and experience that
would make them eligible for a suitable job. This was most
notably the case with jobs in direct patient care, which at-
tracted relatively few transfers.

We have evidence that for most of the men the jobs
available to them were not attract.ve for a complex of rea-
sons, of which pay was one. We have no evidence that pay in
civilian paramedical occupations was decisive in encouraging
or deterring transfer. What appears to have been decisive
is the ability cr inability to qualify for those jobs that
were suitable in a number of respects, pay includea. Equally
important, especially for the younger men, appears to be the
prospect for advancement in pay and status. It is this aspect
of medical/health employment that should be made mcre com-
petitive,

The careerist transferees are not very well paid, zon-
sidering their capabilities and age; the average earnings of
those who transferred was only about 20 percent higher than
the average of the noncareerist transferees 15 years their
junior . It appears there is some justice in their complain-
that because they are drawing retirement pay at the same
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time, they arc vhderpard “uwr th2ir work. {This discrimipation

. is apparently not confrned to those who transfecxed: the dif-
ferential in eacniangs between careerists ond roncareerists out
of the service was no Jrocher waong Lhose whe did not transfer.)
We have little Jdcubl bLrso siynifacactly higher transier rates
could be achievea. vart:oularly in Jdireou vatient care, by
structuring suitalkle fjobs for these wmen ancd payving fovr them
without recard o rebiremenrt pay.

1

m

Action Recommnended to Ifrofessiorn
Organizatilons

changes as i, be meds in the civilisn organiza-
tion and wkrlizetion of »edicol/healtihh nanpever o permil
increa.-~ed use of nolicery wan will rave to be afifechoa by
individual anae inastiovtiacral (including governrentel) purveyors
of medivcal und “oalth sesvices -« hospitoels, olinics, physi-
cians and d=ntiosts, and wursiag homer, Inde=d, Lf the use

of sucn mz2n offers prospects of easing menpower shortages,
these agents uey be bkoul roceptive and inventive. The limits
to whicr such zhanges arve offected more likely will bhe deter-
mined Ly tha professicust odies which, by vule or by law,
assume responsibility o0 the gualibty standards of the scor-
vices deiivared: @.3 ; cencral and sperialized associations
of physicians. dentists, ard nurses; associations ol subpro-
fessional aed.cal and dentel personnel; ana hospiter associa-
tions.

Such
1

it ie pocevortn, that wany of the lnnovations in the
extended use of paramedinal perscnnéel, as well as many of the
objections to i, have orrginated with these assceciations.
For every Joctor who Leels that he has served his patients
well by "extceading" himscl? and his skills by ircreasing use
of supporting perssonnel. thers is cne whe says, "Whep I am
sick, T want te be seen by 2 doctov.” Avtually. given the
inelasticivies in the supply of doctors, dentists, and nurses,
and the explading demand, the average patient's chances of
seeing a doctor when he is sick are much better if the doc-
tor is supported by a staff of well-gualified perarnedical
personnel to organize, expzdite, and foliow up the coctor's
services. “This is denc in the Armed Forces without sacri-
ficing gquality of care, and it can be dcne in the civilian
medical/h~alth system.

The prefessionel bodies hold the key to breakthroughs
to increase transfers from Lhe military to the civilian sys-
tem. It is they who must systematically inform themselves
of the capabilities of the several military medical
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occupational specialists and their civilian equivalents. it

is they who must translate military training and experience
into credits against requirements of education, training, and
experience for civilian jobs. It is they, above all, who by
accepting changes in organization and utilization of personnel,
can bring about changes in custom, regulation, and law which
will facilitate the conversion of military expesience to
civilian uses,

We recommend that the responsibilities of these bodies
in this respect be made explicit, and that their active col-
laboration be invoked to bring about the necessary changes.
What the changes might be, and the responsibilities of the
professions for bringing them about, has been discussed
above. These include:

- A close examination of the content of military
training and experience and a realistic evalua-
tion of them in terms of the requirements .
good medical practice.

« An assessment of the value of military train-
ing and experience in terms of credits to be
appl:ed toward academic and clinical require-
mer.ts for paramedical personnel in their several
specialties, and encouraging acceptance of
these credits by 2cademic and medical institu-
tions.

. Taking the initiative, with the hospitals, in
examination cf civilian medical/health occupa-
tional structure, in order to formulate occupa-
tional work-training hierarchies for careers
for former military paramedical personnel.

. Entering actively into the design and execu-
tion of .»~rk-training-study programs to put
former ralitary paramedics in civilian
medical/health jobs and to enable them to
progress.

It is certainly in the interests of the professions
to do this. While we have made no explicit assessment of
the current and prospective demand for medical and paramedi-
cal manpower, the evidence from all sources points to an
explosive increase in the effective demand for medical care
and for manpower to provide it. The professions at all
levels are coming under increasing pressure. The supply is
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relativelyv inelastic, and the capacity of prefessional train-
ing is increasinrg only slowly. and with a copsiderable log.
The public and private couts ave rising steeply. Irritation
and dissaticfastion with the cests of medical care ani with
the nannor of Jelivoery ara widespread. Physicians are plagued
by the jinacoguacies oo narsing assistance, and nurses are both
overworked and undervtilized. There is an evident need for
drastic changes in the medical wmanpower sysiem to permit mere
efficient use of profescions! skills in new delivery systems
to provide petter patient cale. An annual potential of some
30,000 persornel tvainod apd experienced in a superior
medical/health systom is a resource that cannot be ignored.

indicotaa Fusther Reoscarch

Tiis study has yielded extensive infornauion on the
characteristics, wehavior, and attitudes of men in, or fe-
cently releascd {rom, btie Ar © ° Forces as a component of
putative suppiy of civiliap n_dical/nzalth manpower. To
make the best use of this supply. scme additional research
is desirakble.

The militery ond oiviiian ccoupational structures.

The raviow and matching of military and civilian cecupaticnal
structi res rugaestved -arlier in this chapter wilil require ex-
tensive accupatianal vesearch and analysis by analysts know-
ledgeabie Leth in madical practice and occupational reseavch.
It is doubtfuli if this res2arch will be done promptly and
efficiently unless it is assigned to research personnel work-
ing on speciiic projecis undex professional supervision with
Goveriment supporx. We recommend that the Departments of
Labor and HEW sponso:r such a vesearch project.

Oceupat.ions for veterans. The comparative analysis
of mililary and civilian medical/heaith occapations wou ld
provide a basis for formulating & series of paramedical oc-
cupational classzes in the civilian medsical/health sector
which would utilize efficiently the capabilities acquired by
the various classes and grades of paramedical specialists in
the Armed forcesg, Identification, description, and classi-
fication of these, together with the qualifying regquirements,
should be the subject of another Federally sponsored and
supported rescarch program.

pDemand for paramedical manpower. A great deal more
necds to be known about the demand aspects of transference
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of m.litary paramedical personnel to civilian medical/health
activities: e.qg., the kinds of jobs that are open and hard to
fill; the specifications, terms, and conditions of employment;
and sources, recruitment, training, and employment experience.
Betler estinates are needed of the size, distribution, and
content of the demand 5 and 190 years hence, in the light of
the prospective demands for medical/health care and the emerg-
ing changes in the delivery systems. We recommend that such

a study be done. .

fraining and training costs. The systems for training
civilian paramedical personnel, including both educational
and clinical elements, should be studied in relation to the
prospective domands and requirements for paramedical person-
nel and costs of training. These studiec should include com~
parison with the military training system and with the various
pPrograms for converting former military men o civilian em-
ployment. The objectives of these studies would be to deter-
mine: (1) how best to train military men for civilian jobs;
(2) elements of military training suitable for civilian use;
and (3) the relative costs of converting military paramedical
personnel and of training civilian personnel from scratch.

L~
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For detailed description of methodelogy and statistical
adequacy of the survey, see appendix VI. The num-
ber of respondents in each subsample is given in
table VI-~5 of appendix VI.

These two classes do not include all of those separated
but the reenlistment rates are high among men who have
served more than one term; thus the career men in this
study tend to be representative of most men who serve
more than one term.

If an inservice noncareerist responded that he planned
to make the military a career, he was excluded from
the sample.

This has implications for service policy, which places

greatest emphasis on reenlistment inducements shortly
before discharge.

Responses giving school attendance as a duty assigi.ent
were not coded.

1f the serviceman had served longest in a nonmedical
field (some of the high-ranking NCO's had served as
company sergeant-majors or had headed recruit depots),
the longest held medical or dental job was chosen.

Note that the number of nonrespondents was greater on
the section of the qguestionnaire dealing with mili-
tary duties than elsewhere. Either to specific ques-
tions, or to the entire section, several men refused
comment. When pressed, they responded that their as-
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The MOS's, NEC's, and AFSC's in each cat.gory are dis-
cussed 1n chapter IT and shown in anpendices III, IV,
and V.

See appendix VI.

For a complete discussion of veterans' problems and
suggested solutions, see chapter V.

For a justification of this technique, see appendix VI.

Even those who stated that their jobs were similar were
asked to cite differences.
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Apparently, some work has been supported by the U.S. Pub-
lic Health Service on the question of equivalence.
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Worker. Publication No. 1817, 1968. The costs per
trainee cited are exclusive of equipment and facility
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%he f;gures given for training costs in [58] appear to
be in error in attributing the aggregate trainee costs
to each trainee.



